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Understanding the Total Personality in Treatment 


IsABEL STAMM 


HE PUBLIC ASSISTANCE worker 

telephoned. “Can you talk with Mrs. 
Harris? She wants help. She is facing 
her third eviction. Mrs. Harris cannot find 
another house because of the family’s repu- 
tation as ‘dead beats.’” Thus one client 
came to a family agency for help in a crisis 
and continued to use the agency’s service for 
herself and her children over a period of 
years to meet other problems and to make 
changes. 

A family case work agency, whose pur- 
pose is defined as that of strengthening and 
supporting family life, has a number of 
families who are known over a period of 
time while long-standing difficulties are 
worked out according to the shifting pat- 
tern of the family’s problems. A crisis may 
occasion their first use of the agency but 
further areas are soon indicated in which 
continued support is sought. The case 
worker may not value her work as highly 
here as in other more acute, dramatic situa- 
tions, or with more anxious clients. Those 
may seem to offer the case worker a greater 
challenge to deepen her understanding of 
personality structure, to develop specific 
techniques, and to re-examine her own self- 
knowledge. The case worker, therefore, may 
tend to underrate her work with families 
whose difficulties have been accumulating 
over a long period of time and who may 
not indicate at the outset much ability to 
change their pattern of behavior. Yet in this 
“common garden variety” of case, if the 
worker enriches her approach with a fresh 
application of the principle of differential 





diagnosis and treatment, our clients may be 
enabled to achieve sounder family relation- 
ships and the case worker herself gains 
thereby greater satisfaction and increased 
assurance. 

Mrs. Harris and her children illustrate 
this group of families. The case worker’s 
own changing attitudes and her growing 
understanding in helping this family point 
up ways in which our service may be more 
effective. 


Mrs. H, in her middle thirties, and her six chil- 
dren, ranging in ages from 19 to 4 years, lived in a 
dilapidated house on a country road. Neighbors 
whispered that Mr. and Mrs. H had never been 
married. Everyone knew Mr. H was alcoholic, 
never held a steady job, and had deserted two years 
before. Also, there was “something funny” about 
Mrs. H, who was doing her cooking at the nearby 
home of a Negro. 

True, there was no heat in her home, and the 
house was too rundown to be repaired, but the 
landlord said Mrs. H was not paying rent and the 
children seemed bent on damaging the house still 
further. No one could understand why Mrs. H did 
not “make those children behave” and at least 
send them to school regularly. Members of the 
community wanted action. 

When Mrs. H came to the office with Mary, 8, 
and Sally, 4, the contrast between mother and chil- 
dren was startling. The children were sturdy, 
pretty, and rosy-cheeked. Mrs. H_ looked ex- 
hausted. Her large, protruding eyes, one of which 
was turned outward, were tearful. Her sallow skin 
was covered with red blotches. She was thin and 
her manner was tense. 

Mrs. H described her efforts to patch up the 
house, to compel the landlord to make repairs, and 
finally to find a better place in which to live. When 
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she spoke of her poor reputation, because of pre- 
vious evictions, she projected responsibility on 
Mr. H who never supported regularly. She “ was 
all the children had now.” When questioned by 
the worker, she said she had a goiter but never 
had a medical examination. She would be willing 
to have the worker refer her to a clinic. 

Mrs. H felt so pressed that she had not planned 
how she could pay rent or handle current debts. 
The worker did not explore with Mrs. H_ the 
family’s complicated financial situation but sug- 
gested another appointment for this purpose, offer- 
ing financial help if Mrs. H found a house. Mrs. H 
tearfully thought her troubles would have been 
prevented by her previous public assistance worker 
if he had still been here. 


This first interview revealed Mrs. H’s 
realistic concern, her wish to do something 
about her situation, and her inability to 
handle it alone. Mrs. H’s poor physical 
health and her anxiety about her marriage 
came out. Not only the immediate crisis 
but what we learned about Mrs. H’s own 
basic problem indicated an acute need for 
help if the family unity was to be main- 
tained. The worker offered help in a rigid 
way, placing too much responsibility on Mrs. 
H for finding a house under tremendous 
handicaps. Here, in the first interview, the 
worker needed to make a beginning in 
understanding Mrs. H and the pressures 
she seemed to feel within herself and from 
her situation, in order to relate the help 
offered and the way it is offered specifically 
to Mrs. H. This is the case worker’s re- 
sponsibility if the client is to be enabled to 
use service. She failed to plan next steps in 
gaining further understanding while begin- 
ning the helping process. It is not surprising 
that Mrs. H wished for her previous public 
assistance worker and did not return to this 
agency. 

The community saw a problem in the 
behavior of the children. Little material 
about the children was secured. The worker 
has a responsibility when such cases are 
referred to consider the community’s obser- 
vations, to advise the interested individuals 
of her evaluation of the situation, and to use 
their interest in the family productivity wher- 
ever possible. 

Mrs. H did not keep her next appoint- 
ment and the worker did not initiate any 
further help. The public assistance agency 
continued to receive complaints from the 
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community. In face of all this pressure, the 
case was closed. 

Six months later the public agency again referred 
the family who still lived in the same place. Mrs. 
H was trying to move and needed help. The Juve- 
nile Court was active because the children had not 
been sent to school regularly. It saw Mrs. H as 
genuinely interested in her children and an accept- 
able mother. Here was the first positive evaluation 
of the family. 

Mrs. H_ expressed feeling against the agency. 
“We had not wanted to help and had not been 
interested in her before.” On being assured, she 
hurriedly pointed out that the public agency, 
because of specific limitations in its program, 
could not provide for realistic needs. She wanted 
help first with housing so that her children would 
not be taken away. The worker told Mrs. H we 
could help in planning, as well as with money to 
move. She accepted Mrs. H’s disappointment that 
the agency could not place her in a house imme- 
diately. Mrs. H was able to consider with the 
worker next steps in locating a house. 

She was equally worried about her own and the 
children’s health. They had all been to the clinic. 
She had been frightened to learn how urgently she 
needed a thyroidectomy, dental care, and treatment 
for her skin condition. She started this last but 
could not face the recommended two months’ hos- 
pitalization in preparation for surgery. She first 
had to be settled in a better house and to have 
plans for the children worked out. 


The worker saw again the family’s acute 
situation and made a fresh start in helping 
Mrs. H. The worker adapted herself to 
Mrs. H, exploring whatever Mrs. H wanted 
to work on first. She accepted Mrs. H’s 
negative feelings toward our agency and 
others which had not met Mrs. H’s needs. 
She was sensitive to the fact that Mrs. H 
was looking for someone who would give her 
active acceptance and direct concrete help. 
Further information about Mrs. H’s health 
not only indicated serious need for treatment 
but gave some clues as to her feeling. She 
decided to use the worker’s help first in 
moving, seeming to show willingness to share 
more of herself if she were helped in this 
area. The worker continued to explore areas 
of feeling while giving environmental help. 
She was watching for Mrs. H’s capacities— 
how she took hold of plans for moving and 
for medical care, and how she related to 
others. 

During the following month Mrs. H kept 
in close contact with the worker in her 
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house hunting. Then a tornado occurred. 
The worker found the family standing on 
the rubble that had been their house, vainly 
searching for anything they could find to 
salvage. The house, furniture, and clothing 
had literally vanished. They had only the 
clothes they wore when they were cooking 
at the neighbor’s, fortunately not in the path 
of the tornado. 

Mrs. H secured temporary shelter for her- 
self with relatives and redoubled her efforts 
to locate a house. During the emergency 
she and the children continued to attend the 
clinic. This indicated to the worker an 
unusual strength of purpose, since she was 
exhausted and overwhelmed by all that had 
to be done. Mrs. H found a 7-room house 
in town near the clinic. The public agency 
adjusted her grant to cover the rent. Dis- 
aster relief funds provided furniture, cloth- 
ing, and household items. Mrs. H used all 
her resources. Even Mr. H was drafted to 
come home and paint the woodwork. Within 
two months the family had been lifted out 
of an undesirable house in a critical com- 
munity to an adequate house, newly fur- 
nished, located in a neighborhood ready to 
accept with sympathy the victims of the 
disaster. 

Mrs. H was a tornado herself in the zeal 
with which she drove herself, the children, 
and the worker to meet the community’s 
standards to perfection. She showed as great 
a degree of anxiety about getting stair treads 
and curtains as she had about the original 
moving. She was determined to be a good 
mother, at whatever expenditure of her own 
energy, and saw the children’s behavior only 
in the light of how it helped or hindered her 
success in reaching this goal. Thus she 
handled her feeling about the uncertain status 
of her common-law marriage which would, 
if known, be condemned by her neighbors. 
Her need for medical care was laid aside 
while she concentrated on her budget. The 
case worker gave her recognition for her 
activity and planned with her. 


A budget was worked out covering the family’s 
realistic expenses. The plan for financial assist- 
ance was to continue with periodic review and re- 
visions every three months. In contrast to Mrs. 
H’s previous confusion about her budget, she now 
kept a detailed account of her household expenses 
in a well-thumbed book. She seemed driven by the 
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fear that she might again face eviction and large 
debts unless she kept strict accounts. 


At this time the worker saw Mrs. H’s 
activity as an expression of her capacity to 
make changes and to meet community ideals. 
The worker herself wanted the family to 
win community acceptance. She was not 
aware that Mrs. H’s activity was intensified 
by her anxiety, her fear, and her need for 
approval. 


In each interview Mrs. H gave more information 
about herself. Her father died when she was 4, 
a period of conflict for any child. When Mrs. H 
was 14, her mother remarried and “ everything 
went to pieces.” She disliked her stepfather so 
intensely that she lived with her grandmother who 
was “mean and bossy.” A year later her mother 
died in childbirth and Mrs. H came to the home 
of an uncle who died shortly afterward. She 
always felt “on her own.” She had only a sixth- 
grade education. Trouble and worry had been her 
life. 

She attributed her marital difficulty to Mr. H. 
When encouraged to talk more about it, she said 
with a great deal of anger that she supposed every- 
one “knew all about her.” Slowly and painfully 
she spoke of her marriage as “an awful thing.” 
Mr. H, the first person who ever paid her any 
attention, had been charming and devoted. She 
“lost her head.” When she knew a baby was 
coming, he promised to marry her if she would 
join him in his parents’ home. She blamed his 
family for encouraging her to live with him. 
Although he made many promises, the marriage 
was never performed. As they moved from place 
to place and the other children came, they seemed 
settled as a conventional family. It was not until 
Sammy, 6, was born that Mr. H started to drink 
and failed to provide for the family. He was as 
critical of her as he had been kind before. She 
tried to conceal and overlook his shortcomings 
and had Sally, hoping this would reform him. The 
final blow came when Mr. H openly lived with 
another woman. 


As Mrs. H told her reactions to her 
memory of her childhood, she gradually 
emerged as a person. It was a story of 
deprivation for her and death of those from 
whom she sought love. It offered a clue to 
what Mrs. H wanted. By being good she 
might regain the love and protection she 
feared she had lost because of her own 
hostile impulses. The worker was not aware 
of the meaning in what Mrs. H was saying 
but she was sensitive to the fact that Mrs. H 
was tense and unhappy. 
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After several months Mrs. H_ permitted the 
worker to talk with the children. She stood by, 
interrupting to tell of their “ bad” behavior which 
worried her. Her sharp criticism would cause the 
children to withdraw so that Mrs. H could retain 
the worker's attention. Jane, 13, was seen by the 
worker as “the household drudge.” Mrs. H 
described her as helpful and obedient in contrast 
with the other children who made her nervous. 
The worker’s sympathies were with the children 
when she suggested opportunities for their recre- 
ation which Mrs. H rejected. 

In the worker’s mind this all pointed to 


the necessity for getting medical care for 
Mrs. H, since she could not handle the home 
and children adequately when she was sick. 
Mrs. H discussed such plans, saying she 
would feel better if she had an operation but 
she could not leave the children. The worker 
offered the services of a homemaker, hired 
by the agency, who would take responsibility 
for the care of the children while Mrs. H 
was away. Mrs. H responded to this pres- 
sure with the feeling that she would have 
to be at home to handle her husband on his 
periodic visits to the home, intoxicated and 
quarrelsome. 

The worker identified with Mrs. H in her 
feeling that changes must be made. The 
treatment was largely focused on the budget, 
upon concrete plans for clinical care, upon 
actual ways of handling the children. This 
made the worker feel better and gave Mrs. H 
tools for carrying out her drives for success. 
Service might have continued thus to be a 
simple effort to provide the family with more 
adequate physical conditions. The worker 
could have been very busy, as was Mrs. H, 
in all this activity and might never have 
recognized her own feeling that Mrs. H was 
deprived, self-punishing, and hopeless had it 
not been for the worker’s great frustration 
at not getting urgently needed medical care 
for Mrs. H. This caused her to realize that 
she could not help Mrs. H further until she 
changed her focus from the environment to 
the person. 

This was the time for re-evaluation by 
worker, supervisor, and case consultant, to 
give the worker a fresh point of view. Only 
by an understanding of the client’s total per- 
sonality, his strengths and his weaknesses, 
can the worker enable a client to move for- 
ward. Unless she can permit a client to be 
weak, to fail, to be dependent; unless she 


TOTAL PERSONALITY 


can consciously control her own standards 
of performance so that she does not require 
them of her client, she cannot enable him 
to handle his tensions effectively. She must 
be able to accept his weaknesses and fears 
as well as his strengths, otherwise her skill 
will not provide the relationship whereby 
the client may achieve his own inner stability. 
Otherwise the client must suppress the un- 
acceptable parts in dealing with the case 
worker. In denying them, he would not 
eliminate them. Instead they would be the 
ever-present factors that would prevent a 
release of energy into new constructive ways 
of feeling. 

Mrs. H had capacity to achieve realistic 
changes and insure adequate provision for 
her family. Remembering how much she 
had accomplished in the year that had 
passed, the case worker recognized the move- 
ment that had occurred in the case. The 
worker had to keep this in mind and also 
to consider how further treatment could be 
offered. Mrs. H’s anxiety had roots in her 
hostility about her own deprivation, her guilt 
about her marital status, and her strong de- 
pendency needs that she had to deny by 
driving herself to greater activity. The 
worker, by holding out the standards of per- 
formance in budgeting, child care, and medi- 
cal treatment, increased Mrs. H’s anxiety 
and drive for perfection. 

With this understanding of Mrs. H, the 
worker was prepared to accept the other 
side of Mrs. H—her dependency needs. 
Mrs. H needed to relax. She needed the 
case worker’s warm understanding so that 
she might talk over her fears. Only by the 
worker’s giving her this kind of a relation- 
ship could Mrs. H use her own energy to 
handle her tensions as well as her external 
situation. She could not be rushed into medi- 
cal treatment that would necessitate surgery. 
She possibly feared loss of effectiveness or 
even death. We did not know what Mrs. 
H’s earlier experiences with medical care 
had been, or what an operation meant to 
her. The worker planned to explore Mrs. 
H’s feelings, giving her freedom to talk 
about them instead of hiding them behind 
intense activity. 

The first step the worker took was to 
express directly her recognition of Mrs. H’s 
achievements since she had first come to 
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the agency. This was done in specific terms. 
She was able to express satisfaction and to 
feel the worker’s acceptance. She was 
encouraged to relax and was advised that 
she was handling her difficulties acceptably ; 
she did not have to be perfect. Mrs. H need 
not come to the office at this time. The 
worker could visit in the home so Mrs. H 
could further save her strength. This activity 
on the part of the case worker had great 
meaning to Mrs. H as proof of the worker’s 
warmth and interest. Then Mrs. H was 
able to talk of herself rather than her cur- 
rent plans for the family. This led immedi- 
ately to a reactivation of her anxiety about 
her own health. She did not talk of it in 
terms of the present but spoke with emotion 
about her life-long ill health. 


As a little girl she was delicate. If someone 
had taken better care of her then, perhaps she 
would have her health today. She called attention 
to one of her eyes, explaining that it was a mystery 
how the injury had occurred as everyone who 
knew about it was now dead. She went on with 
emotion to tell the story that as a child she fell on 
the street and got ashes in her eye. After her 
mother’s home remedies failed surgery was indi- 
cated and she was sent to a distant hospital. She 
thought she had gone alone and added bitterly that 
she could never forget it. Only with difficulty 
could she express hostility toward her mother who 
was “too troubled to think about her.” As she 
was helped to express more and more of her fears 
and hostility around this earlier experience, she was 
able to talk of her fears about the operation ahead 
of her. The worker recognized that even to 
grown-ups an operation is frightening and it is 
hard to trust someone else and give up control over 
oneself. Mrs. H talked at length about this and 
felt that there was a way of relieving that fear 
since she could ask questions, which as a child 
she had not been able to do. The worker helped 
her to see that she could use the interviews to 
handle her fears. Mrs. H was then ready to evalu- 
ate her need for surgery. 

The worker treated Mrs. H’s fears as realistic. 
She was given support in considering how the 
operation would be performed, what the danger to 
her own life was, and to express some of her 
fantasies about bleeding, about having her throat 
cut, and about the effect of an operation on her 
appearance. She was then ready to plan for care 
for herself. -She wanted further diagnosis. The 
worker helped her to secure this at another clinic. 
Mrs. H was introduced to the medical social 
worker there. Until she had established herself 
at the clinic the worker accompanied her, helping 
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her with her feelings toward the doctor and the 
clinic. 


Mrs. H’s response to the worker’s under- 
standing and support of her as a person was 
to put her finger immediately on her own 
health problem and the fears about an opera- 
tion. The worker was surprised at the 
quickness and directness with which Mrs. 
H was able to separate the real dangers of 
an operation from her childhood fears. She 
was then free to carry out plans for medical 
care. 


As Mrs. H acquired more confidence in the 
worker’s interest she expressed more _ hostility 
against Mr. H. During a series of interviews over 
months Mrs. H talked repeatedly about the fact 
that her separation made her feel less like a wife 
and good mother and more like a “ woman of the 
streets.” Although she did not want him to return 
because he would not change, Mrs. H_ initiated 
court action to prevent his coming to the home 
when intoxicated and to secure support from him. 
She was able to recognize that her drive to secure 
this action gave her satisfaction not only because 
there would be fewer quarrels and perhaps more 
money, but also because she thus protected herself 
against hearing his accusations and punished him 
for his failure as a parent and husband. She 
secured in her own feelings more status as his wife. 
The worker did not attempt to interpret to Mrs. H 
her behavior and the only treatment was the oppor- 
tunity to talk over these steps with a warmly 
accepting person. 


The worker accepted Mrs. H’s own solu- 
tion of court action. When encouraged to 
consider this as one of several solutions, 
Mrs. H made her own interpretation of her 
action. Although this seemed to be a direct 
expression of hostility it was followed by 
further increase in her general life satisfac- 
tions. Her increased security with the case 
worker seemed to help her to talk more 
freely about the part of her life which she 
called “ bad” so that she was able to take 
a more realistic view of the strengths in 
her family’s life. Her relationships with her 
children improved, an area which had been 
difficult because so much of her energy had 
been used to control her feelings toward Mr. 
H and her guilt about her part in their 
marriage. 


She thought children were “ work but worth it.” 
John, 15, wanted to be a man and she got along 
best with him when she treated him as he wanted. 
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Although he was a boy in many ways, he resented 
her scoldings. If she did not do this, he was quick 
to blame her for not telling him how to avoid mak- 
ing mistakes. John and Jane, 13, quarreled over 
their possessions and Mrs. H indicated that she 
took Jane’s part. Then realizing what she was 
saying, she declared she did not take sides. She 
wondered if there was some other way to inter- 
vene. She could not ignore the trouble. In talk- 
ing about ways to help she saw she could anticipate 
quarrels and act as umpire earlier or could talk 
with each child afterward. 


As these questions arose in repeated inter- 
views, Mrs. H began to speak of the fact 
that the children were becoming older and 
more independent. The old ways of con- 
trolling or punishing did not work any more. 
She accepted this growing independence on 
the part of John and Jane with reluctance, 
describing it frequently as “ badness” that 
made her nervous. With encouragement 
from the worker she expressed rejection of 
the children and her feeling that here again 
she was losing love through their independ- 
ence. She seemed freer so that her essential 
respect for her children’s individuality made 
it possible for her to get a secondary kind 
of enjoyment from some of the children’s 
activities outside the home. The worker 
noted that these discussions no longer 
focused on how the child’s problems annoyed 
Mrs. H but rather on the child himself and 
how his problems could cause difficulty for 
himself. She needed the continued accept- 
ance of the case worker to do this. 

She permitted the worker to help the chil- 
dren directly with plans for summer camp. 
The worker was careful to keep this a three- 
way relationship so that Mrs. H was not 
left out but was active, supporting the vaca- 
tion plans and encouraging the children to 
talk with the worker alone. She put a great 
deal into helping each child leave home for 
the first time with anticipation of his camp 
experience. The worker specifically pointed 
out what Mrs. H was giving the children in 
this way. This demonstration of her ability 
to give love freely gave Mrs. H new status. 
After she saw that the children’s finding 
new relationships outside the family group 
did not threatén further deprivation for her- 
self, she was able to accept the agency's 
homemaker service and plan to leave a 
stranger in charge of the children while she 
had her operation. 
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Mrs. H’s need to have everything perfect was 
reactivated as she completed plans for her thyroid- 
ectomy. She had difficulty in accepting the avail- 
able homemaker. She wavered between a wish to 
bring her daughter Mary into the home as a sub- 
stitute for herself to care for the children, or to 
use the homemaker. She struggled with the 
worker over the agency’s requirements that the 
homemaker, if placed, would be in charge of the 
home; but if Mary came home, no homemaker 
could be provided. She first accepted the home- 
maker but later called in her daughter. The 
worker permitted her to make her own decision 
about this and directed her support toward keeping 
Mrs. H’s possible guilt feelings from overwhelming 
her by constant reassurance of her acceptance and 
recognition that she was doing the best she could 
to get into the hospital. Going to the hospital 
meant to her leaving the children for the first time. 
Sally ran away from home and Harry took money 
from his mother’s purse. Contrary to her usual 
pattern, Mrs. H was not upset by this behavior but 
sought the worker's help in understanding each 
child’s fears about the separation. She was warmly 
reassuring to the children so that they were able 
to accept her absence. 


The worker was able to maintain a sup- 
portive role without attempting to control 
plans or rush Mrs. H into the hospital. She 
accepted Mrs. H’s own tempo of making her 
arrangements while offering suggestions so 
that the difficulties did not become too great. 
Preceding admission to the hospital, Mrs. H 
talked again of her fears about surgery and 
death, repeating much previous material. 
This discussion before the operation pre- 
pared her for surgery. Close co-operation 
between the medical social worker and the 
family case worker provided continued sup- 
port during hospitalization. 

Mrs. H had her operation with a minimum 
of anxiety. She formed a strong dependency 
relationship with her doctor and her medical 
social worker and had satisfactions from her 
friendships with other patients. She needed 
to know that the case worker was in touch 
with the family while she was away. Mrs. 
H’s feeling that “ no one wants you to suffer 
—everyone helps if they understand” was 
expressed not only in words but in her more 
relaxed attitude. She had a greater toler- 
ance for situations that at one time she 
described as “ making me fly to pieces.” She 
enjoyed her children and her mothering was 
less controlling. She accepted her status 


among her neighbors. The agency’s service 
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continued and she used it to express her 
anxieties so that she was free to plan for 
further medical care for herself, and help 
the children with their difficulties. 

During all this activity the worker was 
constantly adding to her earlier diagnosis, 
modifying it as further understanding of the 
family members was gained, and adapting it 
in concrete ways to formulate treatment 
plans. The worker provided a realistic, 
warm response to Mrs. H, helping her to 
handle comfortably feelings that were caus- 
ing trouble in her current situation. What- 
ever reality problem was being handled, the 
worker kept in mind the client’s total per- 
sonality in so far as we understood it, so 
the method of treatment took into account 
those elements in Mrs. H’s pattern which 
related to her hostility and fear of being 
unloved. 

This family at the outset seemed to need 
protective care in which the only action pos- 
sible had to be taken by those outside the 
family group. When such activity focuses 
only on the environmental changes, however 
urgent they may be, it usually does not aid 
the client to use his own strengths effectively. 
The worker’s first step, therefore, must be 
a double activity of examining her own feel- 
ings about the family and deepening her 





understanding of the client in order to see 
what responsibility he can take for himself. 

Throughout our contacts in this or other 
cases, over whatever period of time, the 
worker continues to add to or modify her 
earlier diagnosis as further understanding of 
the family members is gained. Treatment 
moves step by step with diagnosis. An early 
diagnosis that is not modified by further 
material will lead to poverty in treatment 
and to the frustration of the worker, as we 
see at one point in the H case. Treatment 
deals with current difficulties in the pattern 
of the family, but it must not be focused 
only on the difficulties. The worker must 
apply her knowledge of behavior to the 
client who is struggling in those difficulties. 
She must give warmly of her acceptance of 
him as an individual, to create an oppor- 
tunity for him to recognize his fears and to 
attempt different ways of handling his rela- 
ticaships or plans. 

The worker must be ready to examine her 
own feelings about the client with his de- 
pendency, his fears, and his hostilities. She 
must try to understand and control her own 
needs in order to make her skills available 
for the client’s use. As the case worker 
assumes responsibility for this activity, she 
enables the client to use help given him 
toward a satisfying solution to his difficulties. 


Case Work with a Serviceman’s Wife 
Mary ELizABETH CHAPMAN 


ROBLEMS of servicemen and their 

families have appeared in many forms in 
the case load of our agency, a family society 
in a large urban center. One aspect of such 
situations which has come repeatedly in 
varying degrees of severity has been that of 
the servicemen’s wives who are unable to 
bear alone the responsibility for their fami- 
lies. Perhaps the most obvious and realistic 
adjustment that many of these wives must 
make is that of reducing their standards of 
living in order to make allotments meet the 
needs of their families. This frequently 
necessitates drastic changes in the mode of 
living and many women have had to move 
to cheaper living quarters and to deny them- 
selves and their children many luxuries that 
they formerly enjoyed. 
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These material problems, in spite of their 
complexity, do not contribute so much to 
the states of anxiety and helplessness that 
we have observed in many women, as do 
their feelings of frustration caused by the 
absence of someone with whom to share re- 
sponsibility. Most women fortunately are 
able to make a fairly satisfactory adjustment 
to the changes in their situation brought 
about by the induction of their husbands into 
the armed forces. But it is with those who 
cannot adjust to these circumstances, and 
the methods and results of case work 
services with them, that we are concerned. 

The symptoms and behavior patterns one 
woman developed and the help she received 
through case work treatment are described 
in this paper. 
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Mrs. J, 31, and Mr. J, 30, have been 
happily married for six years. They have 
two boys, aged 1 and 4 years. Before Mr. J 
was drafted he earned a good wage as a 
skilled mechanic. They were buying their 
home and with their down payment and 
monthly installments had paid about $2,000 
toward it. When the family was referred to 
us five months ago because of Mrs. J’s ill- 
ness and inability to manage the household 
and children, Mr. J had been away for a 
year. Mrs. J’s niece, a high school student 
who had been living with the family, had 
left a short time before and Mrs. J was alone 
with her two children. 

The first few times we visited Mrs. J we 
found her in an agitated and desperate con- 
dition. She was having difficulty in getting 
her breath and it was an extreme effort for 
her to talk. She lay on the sofa downstairs 
and occasionally would sit up or change her 
position in an attempt to breathe more easily 
and to become more comfortable. Her eyes 
were red from crying and she always seemed 
on the verge of tears. She was pale and 
wan, and her eyes were heavy and expres- 
sionless. She was extremely thin. She took 
no interest in her personal appearance. Her 
hair was straggly and unkempt and she wore 
no make-up. She was in such a state of 
exhaustion and weakness that it seemed her 
legs would buckle beneath her and the 
slightest exertion made her dizzy and faint. 
These attacks began after Mr. J left, and 
they gradually became so prolonged that she 
was rarely free of fatigue and this shortness 
of breath. 

Mrs. J complained that she was unable 
to do her housework, and she called the 
worker’s attention to the dust on the furni- 
ture, the streaked condition of the walls, 
and the toys strewn about the floor. After 
she had picked up the children’s toys and 
put things in order she had no strength left 
for cleaning. But it was more disturbing 
to her that she could not give her children 
the care they needed. Often she felt so sick 
and weak that she could not cook for them, 
and prepared only sandwiches or bread and 
milk for their meals. She became faint and 
ill when she went out alone and she had 
no one who could go to the store to buy 
food and household supplies for her. 

Mrs. J was frightened at night when she 


was alone in the house. She was fearful that 
someone would break in or that she might 
die. When the children cried or required 
her attention at night she was tired and 
nervous the next day. 

She wanted to go to the home of her 
parents to stay. However, she and the chil- 
dren spent the Christmas holidays with her 
family, and their presence there had crowded 
the household and had brought extra work 
and confusion to the home. When Mrs. J 
came to the agency her mother was traveling 
from her home in a distant part of the city 
to the J home several times a week in order 
to help Mrs. J with the laundry and the 
care of the children. Her father stayed with 
her for a while, but he was an invalid and 
his care was an added burden to Mrs. J. 

Mrs. J had consulted four doctors, and 
she was puzzled when they could find noth- 
ing physically wrong with her. Her con- 
fidence in each doctor wavered when he 
told her that her illness was due to a 
nervous condition, and she was hurt and 
bewildered when one of them became im- 
patient with her after her frequent visits 
and telephone calls to him. 

Mrs. J’s present illness reminds her of a 
“nervous breakdown” she had after her 
graduation from high school. At that time 
she had the same weakness and difficulty in 
breathing. This condition developed when 
her father was critically ill, and the priest 
was called every few days to perform the 
last rites for him. Apparently both times 
these symptoms appeared Mrs. J was threat- 
ened with separation from a man she loves. 

When her applications for her husband’s 
discharge were rejected, Mrs. J appealed to 
the American Red Cross for household help, 
and this, along with her need for case work 
services, was the basis for the referral to 
us. To Mrs. J the agency was, at first, a 
possible means to provide her with a house- 
keeper. She was reluctant to discuss any- 
thing with the worker except her desperate 
need for help in the home. She seemed to 
regard it as an intrusion when the worker 
expressed an interest in her beyond her 
immediate need for a day worker or a 
housekeeper. 

Mrs. J was resentful toward some mem- 
bers of her family because of their lack of 
understanding of her suffering and their in- 
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ability to give her more support and to take 
the responsibility from her. She was angry 
with the American Red Cross and with the 
navy officials because her request for Mr. J’s 
discharge had been refused. Her application 
to the Department of Public Assistance for 
money for household help had been rejected. 
The accumulation of hostility she had toward 
these people and agencies seemed to be 
directed against us. This hostility was not 
expressed directly but rather in withdrawal 
and such a desperate presentation of her 
need that it was almost a demand for help. 
Her symptoms became more severe. 

During initial interviews the worker, over- 
whelmed by Mrs. J’s suffering, her with- 
drawal, and her demands, seemed to become 
identified with her to such an extent that she 
could give Mrs. J little or no support. The 
extreme effort Mrs. J had to put forth to 
carry on a conversation made the worker 
protective of her and hesitant to direct it 
into channels that might be painful either 
to Mrs. J or to the worker. Mrs. J’s im- 
mediate need, therefore, was the principal 
area of exploration. No interpretation of 
the agency services was made to her with 
the exception of an explanation of the home- 
maker project. Her lack of understanding 
of the agency service and her sensing of the 
worker’s feeling of futility were probably 
responsible for her cool and evasive reception 
of the worker’s few attempts to learn more 
about Mrs. J’s underlying fears and anxieties 
and her past experiences. When any sug- 
gestion was made to her that she might go 
to the store or go out for recreation, Mrs. J 
became defensive in her desire to convince 
the worker that she was ill. 

Our impression during these first two 
weeks was that Mr. J had been the dominant 
figure in the home and that Mrs. J was 
dependent upon him for making decisions 
and for managing everything but the actual 
household duties and the care of the chil- 
dren. This opinion of Mr. J was formed, 
not from any description given by Mrs. J 
of their life together, but from her constant 
expression of her need for him to be at 
home to help her when she was ill as well 
as from our observation of her inability to 
function alone. 

It is doubtful whether Mrs. J would have 
been ready at the time of these early con- 
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tacts to use case work treatment even if the 
worker’s overidentification had not made her 
approach indirect and protective. Mrs. J’s 
fruitless efforts to get help had increased 
her need to have something done for her. 
It was after a day worker was placed in the 
household that Mrs. J’s attitude toward the 
worker changed. She said that our provi- 
sion of someone to help her in the home had 
“restored her faith in mankind.” She had 
expressed constant anxiety at seeing so much 
to be done in the house which she did not 
have the strength to do, and she was relieved 
to have the washing done regularly and to 
see the house clean and neat. 

The worker visited several days after the 
day worker had been placed and found Mrs. 
J cheerful and friendly. She listened in- 
tently to the worker’s interpretation of the 
agency, and she participated actively when 
an explanation was made as to how these 
services could be helpful to her. 

The worker told Mrs. J that it is not un- 
usual for women to become sick when their 
husbands go into the army or navy, and that 
sometimes one’s nervousness and feelings of 
frustration and anxiety could contribute to 
one’s illness. Mrs. J responded warmly to 
this and said Dr. Smith had told her the 
same thing, and she realized that her illness 
could be caused by her feelings of unhappi- 
ness and anxiety. She knew that she alone 
could do something about this, but she be- 
came angry with people who felt that she 
was pretending to be ill or giving in too 
much to her difficulties. She felt the worker 
knew she was not pretending and she was 
able to go on to express some of her anger 
with her relatives. 

Mrs. J reacted negatively to one of her 
sisters who had been treating her with con- 
descension and had criticized the way she 
managed her household. This sister had 
intimated that Mrs. J’s illness was imaginary 
and that if she tried she could overcome it. 
Although Mrs. J was seething inside she 
usually received her sister’s criticism meekly. 

In the next interview, she said that her 
sister had called and in her usual manner 
had intimidated Mrs. J. With pride and 
satisfaction, Mrs. J said that she had not 
received her criticisms in silence, but had 
expressed in no uncertain terms her anger 
and resentment toward her sister. 








332 CASE WORK WITH A SERVICEMAN’S WIFE 


Mrs. J had expected her husband home 
for a three-day pass recently, but he did not 
come nor did she hear from him. When her 
mother-in-law called numerous times during 
the day to talk with him she thought Mrs. J 
was not telling the truth when she said he 
had not come and she accused Mrs. J of 
not permitting him to talk with her. Mrs. J, 
in her desire to keep her relationship with 
her mother-in-law agreeable, at least on the 
surface, had been pleasant in spite of her 
reaction to this accusation. 

Other anxieties that might cause her to 
be ill were discussed and Mrs. J expressed 
her fear of the illness itself. She thought 
she might have serious heart trouble and 
that one of these attacks might be fatal. The 
worker questioned her about the diagnosis 
of the doctors and got Mrs. J’s permission 
to talk with two of them. A review of the 
doctors’ advice and diagnosis as given to 
both Mrs. J and the worker seemed to con- 
vince Mrs. J that her illness would not be 
fatal. She said she was determined to get 
well, and later as her condition improved she 
repeatedly expressed the determination not 
to become sick again. 

The recognition by the worker that her 
illness was real gave Mrs. J support and 
she responded positively to the warmth and 
and understanding of the worker. After 
she had almost completely recovered, Mrs. J 
had a relapse the first week her worker was 
on vacation. When another worker visited 
her, Mrs. J told her that her regular worker, 
Mrs. B, would understand that she was suf- 
fering and miserable and that it was no 
pretense. She said she felt Mrs. B was 
the only person upon whom she could de- 
pend. When she became confident that the 
substitute worker also knew that she was ill 
and gave her encouragement and understand- 
ing, Mrs. J’s condition rapidly improved. 

Mrs. J had some realization that it was 
not good for her to remain in the house all 
the time. The children irritated her at times, 
and life became monotonous and uninterest- 
ing when she had no outside interests. Mrs. 
J knew that this manner of living fostered 
an unhealthy absorption in herself and 
her problems and resentments. The worker, 
recognizing with Mrs. J the obstacles she 
would have to surmount and the difficulty 
of doing so, encouraged her to take part in 


activity outside her home. It was suggested 
that Mrs. J go to a movie or to see friends 
occasionally when the day worker was there 
to care for the children. 

Mrs. J’s first ventures out were to the 
store, since the buying of food was of vital 
importance to the family. After she had 
overcome her fears of going out to do 
these errands, she went to the neighborhood 
theaters occasionally. Later she renewed 
some of her old friendships. 

She did not plunge into this program im- 
mediately but took on these activities timidly 
step by step until she gradually developed 
confidence in herself. She responded with 
pride and warmth to the worker’s approval 
and praise at each successful attempt. Her 
health improved and she received genuine 
pleasure from her outside contacts, which 
she described in detail to the worker. 
She received with glowing satisfaction the 
worker’s repeatedly expressed awareness 
that it was through Mrs. J’s own efforts and 
determination to get well that this improve- 
ment had been made. Her former feelings 
of frustration, when the doctors had told 
her that recovery was up to her, disappeared. 

Mrs. J’s growing sense of accomplishment 
extended to other areas. At first she had be- 
come ill and upset every time she thought of 
talking with the building and loan company 
about her inability to keep up the payments 
on the home. She had made no payments 
for months, and the only solution she could 
consider was that of giving up the house 
and taking a small apartment. The worker 
discussed with her realistically the fact that 
the money she would pay for rent in a less 
adequate and less comfortable place could be 
applied on the payments to the company if 
a plan were worked out to reduce the pay- 
ments and extend them over a longer period 
of time. The leniency such companies usually 
show toward servicemen’s wives was pointed 
out to her. Mrs. J, who had shown no evi- 
dence of a sense of humor before, said jok- 
ingly that the company would not want the 
house back on their hands anyway. No one 
would want to buy it, she was sure. Shortly 
after this Mrs. J made a practical plan for 
payments to the company and was relieved 
of the anxiety caused by the fear of losing 
her home. 

As Mrs. J’s confidence in the worker de- 
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veloped, she talked more freely about her 
husband. She was able to express some 
annoyance with him because of his timidity 
and unaggressiveness as shown in his hesi- 
tancy to take steps toward getting a dis- 
charge. This, she felt, was characteristic of 
him. At other times she spoke of the way 
Mr. J expected her to manage the money. 
He turned over his earnings to her, and 
would not draw a check upon their account 
himself. Mrs. J took charge of the house- 
hold, but she depended upon Mr. J to take 
care of all the repairs. 

Mrs. J’s symptoms gradually disappeared 
entirely except for an occasional feeling of 
fatigue. She began to use lipstick, to set 
her hair neatly, and to dress attractively. 
Her face and eyes relaxed into a peaceful, 
pleasant expression. She sat up erectly “ like 
a lady” to talk with the worker. And she 
once remarked that she should not be bur- 
dening the worker with her problems when 
the worker must have many of her own. 


Several factors in the agency services aided 
Mrs. J in her recovery. The placement of 
a day worker in her home relieved her of 
the worry of the constant demands of house- 
keeping and cleaning. More important than 
this were the sense of security she felt at 
having someone do something for her, and 
the relationship with the worker which 
was more firmly established after household 
help was provided. The recognition by the 
worker that her illness was not a pretense 
but a real and debilitating one was reassur- 
ing to Mrs. J after she had been frustrated 
by her family’s criticism. The worker’s 
warmth toward Mrs. J and her continuing 
interest in her were helpful and the approval 
given her at each progressive step she made 
stimulated her to further accomplishment. 
Through discussion of her repressed feelings 


of hostility and resentment, Mrs. J reached 
some understanding of the effects of these 
feelings upon her. During the first few 
weeks after she applied the worker saw her 
once or twice a week. Mrs. J was desperate 
and she probably would have taken hold 
more slowly had these visits been spread out 
over a longer period. 

Evidences of Mrs. J’s strength must not 
be overlooked since it was through them that 
her response to case work services was so 
rapid. When something tangible was given 
to Mrs. J—the services of a day worker— 
she used it constructively. Her need for 
further help was not insatiable as is that of 
many clients who are more damaged than 
she. Her determination to overcome her 
illness developed quickly after she had gained 
insight into the cause of it and after her con- 
fidence in the worker had been established 
as someone upon whom she could depend. 
She had had eight years of happy married 
life, during which she and Mr. J had man- 
aged satisfactorily on their own. Mrs. J 
has been an understanding and accepting 
mother and she has given a great deal to 
her children in affection and care. 

The factors in the case work services 
which were helpful to Mrs. J are unusually 
clear-cut because Mrs. J’s immediate re- 
sponse to the worker’s acceptance and under- 
standing of her, in contrast to her lack of 
response and indifference when the worker 
was, at first, overidentified with her. After 
the change in the worker’s approach, Mrs. 
J’s progress was rapid and steady. 

This case is an illustration of how the 
worker’s warmth and understanding (trite 
and hackneyed terms, alas!) may develop 
a feeling of security in the client and a con- 
fidence in the worker and in himself which 
frees him from his anxieties and problems 
so that his condition is improved. 


Problems Faced by Beginning Medical Social Workers 
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EGINNING medical social workers face 
not only the adjustments inherent in any 
first social work placement but also those 
peculiar to the medical setting and the func- 
tional relationships within which the medical 
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social worker practices. We are interested 
in the total adjustment of the worker, but 
we shall be concerned here with the develop- 
ment, in the latter aspects, of three workers 
in their first medical social placement. 


® 


it 








334 BEGINNING 


In accordance with the standards of our 
department, established three years ago in a 
teaching hospital, all three workers had 
already completed at least the two-year 
graduate social work curriculum, specializing 
in medical social work. The requirement of 
a master’s degree was waived for two 
workers because of the wartime shortage of 
fully qualified personnel. The case work unit 
of the department included, besides these 
workers, an experienced worker, a part-time 
student supervisor, a case supervisor (both 
supervisors carry some intensive cases), and 
medical social field work students from the 
school of social work in the university of 
which the medical school and hospital are 
a part. 

The three beginning workers brought to 
this department similar backgrounds of pro- 
fessional training but their range of previous 
work experience varied. One worker had 
public welfare experience as an untrained 
worker, one had a longer business experi- 
ence, and the third had only part-time work 
while attending school. Because she had less 
previous experience, the third worker’s in- 
duction period has been more extensive. It 
was more difficult for her to make the transi- 
tion from “ feeling like a glorified student ” 
to feeling herself a responsible and inde- 
pendent member of the staff who uses the 
supervisor as supervisor-consultant rather 
than supervisor-teacher. The experienced 
workers were a threat to her and she re- 
quired much reassurance and demonstration 
in her own cases to gain the realization that 
her accomplishments were as appropriate to 
her stage of development as were those of 
the more experienced workers for theirs. 


Initial Problems 

The medical social workers, like recent 
graduates in any field, brought to their first 
jobs intellectual understanding, obtained in 
the classroom and in field work, which they 
were impatient to apply. Immediately they 
met frustration in being able to do so only 
partially, not realizing that their knowledge 
was not yet so integrated a part of themselves 
that they could use it securely and effectively. 
They were impatient with many of the 
mechanics and relationships of practice be- 
cause of their retarding effect. There were 
the clinic and hospital admitting workers, 
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for example, whose function they must not 
assume and to whom they must demonstrate 
their own function so that proper referrals 
of social problems would be made. They had 
given practical assent to the value of super- 
vision by wishing to be in a department 
where it was available, but it also seemed 
a hampering procedure. 

Recording was laborious and frustrating 
because they were confused about its pur- 
pose. They tended to see it primarily as a 
tool for supervision and an end in itself 
rather than as a means of writing down their 
activity to clarify their own thinking as a 
part of their case work practice. For in- 
stance, at first two of the workers showed 
resistance to recording the medical social 
impression (or problem) and plan because 
it required extra time, but later they found 
that it improved their diagnostic thinking 
and treatment, and saved time in the long 
run. It was more difficult than they expected 
to get acquainted with the hospital—the 
wards and clinics, their personnel and pro- 
cedures. Many of the doctors, nurses, and 
others did not understand the social worker’s 
function and were not easily available. Con- 
ferences with them were not always satis- 
factory. It was as though the new workers 
felt a great rush against time to use their 
knowledge while it was still fresh in their 
minds ; yet circumstances conspired to deter 
them. Being unaware of the fact that the 
principal cause of their difficulty was lack of 
integration of intellectual knowledge into 
practice, or being unwilling to give full sig- 
nificance to it, they were prone to project 
the reasons for their frustration. 

There was, too, the pressure of their de- 
sire to make good, not only to demonstrate 
their right to be in the profession but also 
to win the confidence of the director by 
showing that they could perform in this high 
standard program. On the worker rested 
the responsibility for gaining acceptance of 
herself and her function, as well as of her 
specialty in the profession—or perhaps of 
the entire profession—by doctors and hos- 
pital personnel whose knowledge of or ex- 
perience with social work had not enabled 
them to understand its contribution to good 
medical care. Confusion resulted and the 
workers wondered whether they really had 
any status in this program. 
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All three workers had some security in 
case work, so that the supervisor had a base 
from which to begin to help them gain status 
that would not be threatened by the numer- 
ous pressures. This was fairly easy when 
the patient was well referred and the case 
worker’s role was clear to the doctor and 
patient; for instance, in effecting discharge 
arrangements, helping to pay for an appli- 
ance, securing financial assistance, planning 
for children during hospitalization of a 
mother. In such cases, the worker needed 
only to be encouraged to voice her own find- 
ings and opinions rather than to proceed 
merely on the doctor’s recommendations. 
Her security was established or increased 
when she was able to plan co-operatively 
with the doctor, especially when he adjusted 
his recommendations to the social situation 
she interpreted. Our least experienced 
worker found her first real security when 
she was helped to uncover the feelings that 
were keeping an adolescent boy from wear- 
ing the appliance for which she had author- 
ized payment and to so interpret them to 
the surgeon that a compromise but successful 
plan was worked out. 

The beginning worker’s insecurity was 
most obvious in her functional relationship 
with other hospital personnel. She was 
especially threatened by referrals from non- 
medical staff when her role was not clear 
to the doctor (whose concurrence is required 
by department policy before a case may be 
accepted), or by those in which the referring 
doctor had not properly prepared the patient. 
It was comparatively easy to help the worker 
to learn to explain the basis of referral to 
the patient but much more assistance was 
needed before she gained facility in interpret- 
ing her function in such a way that the doctor 
would release part of the responsibility for 
the patient’s treatment to her, and discuss 
the medical findings in relation to her activity 
rather than give directions or “orders” in 
his customary manner. 

It was helpful to learn from one pedia- 
trician that he had refrained from referring 
patients with emotional problems because he 
felt incompetent to give direction to treat- 
ment in this area and had thought that the 
workers would expect guidance from him. 
When the case work supervisor’s responsi- 
bility for giving such guidance and the use 
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of psychiatric consultation were explained, 
he began to make referrals and to encourage 
his staff to do so. The two workers on adult 
services profited from being encouraged to 
ask the doctor to tell the patient that he 
was ready for discharge in order to prepare 
him for the social worker’s discussion of 
post-discharge plans with him. Increased 
security in her status and successful confer- 
ences usually resulted when the worker was 
helped to clarify her own thinking, to bring 
her focus back to the patient, to appreciate 
the doctor’s lack of knowledge of how she 
practices, to understand how the insecurity 
of the young practitioner sometimes made 
him reluctant to give the patient disturbing 
information, and to demonstrate to the doctor 
that she had no desire to “ take over” his 
prerogatives. It was sometimes necessary to 
help the worker resolve her conflict between 
guilt over her failure to contribute to the 
doctor’s understanding of the patient or to 
his understanding of her function and her 
annoyance that her service was rejected or 
that she was given “ orders.” Occasionally, 
so simple a thing as suggesting that the 
worker time her contact with the doctor at 
an hour when he was less rushed or was 
not concentrating on something else insured 
a satisfactory conference with him. 

Another supervisory device, used infre- 
quently, was to join the worker in a confer- 
ence. She was left free to reject the offer 
to do this and it was withdrawn if it seemed 
she would be threatened by self-conscious- 
ness in the presence of the supervisor or 
thought this might give the impression that 
she was inadequate to carry on alone. Each 
of the workers has been able to use this type 
of assistance to gain security with doctors 
with whom she has felt ill at ease, or when 
she has not been sure of the content of the 
conference. (This was most likely to be 
felt when interpretation of the worker’s 
treatment was involved.) The supervisor 
referred to the worker matters that she knew 
the worker could discuss and handled the 
others herself. Security with workers of 
other agencies has often been gained by this 
device, the supervisor speaking for agency 
policy but leaving the worker free to discuss 
the case work factors. 

It is normal for any beginning worker to 
tend to let the pendulum swing between 
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identification with the client and identifica- 
tion with the agency. The medical social 
worker, like the social worker in any setting 
where case work is not the primary function 
of the organization, can never work alone 
in relation to her patient, and thus faces 
many more possible identifications. Unless 
she can bring all these into proper perspec- 
tive with her own function and status, she 
runs the risk of conflict, of losing her objec- 
tivity and, consequently, her ability to be of 
maximum help to the patient directly or 
through those to whom she interprets the 
effect of, or his feelings about, his environ- 
ment and social relationships. 


Difficult Services 


Many threats to the beginning worker are 
inherent in any case load; so the supervisor 
must be constantly alert for indications of 
blocking or undue emphasis. The pressure 
of a full case load and the impossibility of 
giving much protection in a department 
where demands for service are heavy are so 
real that as complete service as desirable 
cannot be given in each case. Medical social 
review of all patients with cancer and all 
children with diabetes has been requested by 
the respective medical staffs. With the pres- 
sure of referred cases, it has been impossible 
to make the hundred per cent review, creat- 
ing a sense of guilt and partial failure on 
the part of the two workers covering these 
services, particularly for the one whose salary 
is paid by the cancer committee. They have 
been helped by reviewing the relative impor- 
tance of their cases, in service to the patient, 
in demonstration of their function, and in 
their own development. Reassurance that 
they were properly selective and were carry- 
ing larger case loads than desirable, and that 
the supervisor and director shared the re- 
sponsibility for the selection, has not been 
so effective. 

In addition to the lack of sufficient time 
for complete review, the workers have shown 
reluctance to initiate this because there was 
no specific reason to be given the patient 
for the interview. This has been particu- 
larly difficult for the worker on cancer 
service because many patients do not know 
their diagnoses and she has been fearful of 
their questions, especially, “Do I have 


cancer?” She was able to proceed upon 
being reminded of the technique of turning 
the question back to the patient or inquiring 
what the doctor said and basing her inter- 
pretation on that. Discouragement has also 
come from a feeling that she is not helping 
the patient specifically and because so few 
medical social problems have been revealed 
in the review. However, she has been able 
to accept its value as contributing (1) to the 
establishment of a relationship that will 
encourage the patient to return when he 
desires help and (2) to information leading 
toward improvement in methods of early 
diagnosis and treatment. 

This worker and the one on surgical 
service have been threatened by the pressure 
of discharge situations and were inclined to 
neglect everything else for them. They 
were helped to learn how to be selective, 
and pressure was lessened following confer- 
ences with the residents in surgery, in which 
the supervisor and director participated, to 
explain necessary delays and request more 
time between referral and probable date of 
discharge. All the workers have used super- 
visory help in becoming more objective about 
criticism directed toward them for delays due 
to lack of resources or slowness of commu- 
nity agencies, in learning to interpret the 
reasons for this to hospital personnel, and 
to obtain co-operation of other agency 
workers through allowing them to participate 
in planning as well as in service. When 
pressure on other agencies was necessary or 
matters of policy were involved, the workers 
all readily accepted the principle that further 
clarification or pressure was the responsi- 
bility of the supervisor or director. 

The two most difficult types of medical 
social cases for the beginning workers have 
been those involving serious or terminal ill- 
ness and those where direct treatment of 
children was needed. In these situations they 
sometimes blocked to the extent of failing to 
see the patient. The pediatric worker found 
it frustrating that parents of seriously ill chil- 
dren were not being referred to her. When 
cases have eventually come to her she has 
seen the often serious implications of delay 
in case work treatment, and has felt pressure 
that would not have been present had they 
come to her attention earlier. On the other 
hand, when cases with serious emotional 
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components were referred, the workers have 
not always been able to follow through con- 
structively. This particular worker, who has 
good insight, usually remarks that she has 
no right to feel resentful because a case was 
not referred early when she has not always 
followed through on similar ones that were. 

One worker was less threatened by serious 
illness but resisted pediatric cases as such. 
She has been willing to carry a sufficient 
number to gain experience in this area and 
sufficient other cases to indicate that her 
aptitudes lie elsewhere. She has been able 
to use supervisory assistance to clarify her 
own interests and skills and gain security 
to accept them as different from, rather than 
inferior to, those of other workers, and to 
know that her greatest contribution will come 
from functioning within her skills and limi- 
tations. The worker on pediatrics has 
developed from having to be pushed into 
interviews with children to being able to 
enter direct treatment comfortably and carry 
it successfully. The third worker has little 
opportunity to work with children but has 
shown this same resistance. There has been 
difficulty, also, in getting into cases where 
a crisis could be anticipated (such as sur- 
gery, death, or a disturbing diagnosis) if 
the crisis was not so imminent that it must 
be faced immediately. 

Reluctance to undertake and continue 
treatment stemmed from the worker’s fears 
that she would not know how to relate to 
the patient without some tangible entrée, 
that she would not be able to obtain signifi- 
cant material, or know what to do about it 
if it was produced. It has been obvious that 
all three workers were in the stage of 
learning described by Miss Reynolds as 
“understanding the situation without power 
to control one’s own activity in it,” + These 
same factors contributed to the workers’ dis- 
couragement after treatment had begun. 
Additional factors were their feeling that 
movement was not obvious, seemed slow, or 
that their part in effecting improvement was 
obscure. Workers sometimes remarked that 
the current improvement would probably 
have been attained without case work help. 

1 Bertha Capen Reynolds: Learning and Teach- 


ing in the Practice of Social Work, Farrar & Rine- 
hart, Inc., New York, 1942, p. 79. 
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In attempting to alleviate the worker’s dis- 
couragement, the supervisor often began by 
granting this possibility and then went on 
with some or all of the following: citing 
examples of similar cases lacking case work 
in which there were negative results; re- 
minding the worker of the values of just 
listening even if she could do nothing more— 
a concept the worker usually accepted at least 
intellectually ; if the worker’s fear was that 
the patient would not talk at all, helping her 
to feel secure enough to handle that directly 
even to the point of terminating the inter- 
view until the patient was ready to discuss 
his problem; helping her to think through 
what she already knew in the situation and 
how, indirectly, to secure further informa- 
tion, suggesting that she write out the 
interview in process immediately afterward, 
together with any impressions which she had 
about it for supervisory conference in prepa- 
ration for the next interview; helping her 
review and evaluate her activity in relation 
to any movement that had occurred and the 
possible part she might play in furthering 
movement; guiding her to see, or actually 
pointing out to her, the relationship of spe- 
cific activity or content to concepts, pro- 
cedures, and techniques she had mastered in 
theory ; giving her reassurance that what she 
was doing was right, or, if an impasse or 
plateau in treatment had been reached, sug- 
gesting techniques for standing by or cutting 
through it; suggesting consultation with the 
psychiatrist; having the case presented in 
staff case conference. 

When it appeared that the worker was 
over her depth, she was permitted, if she 
wished, to transfer the case to one of the 
supervisors and encouraged to follow the 
handling of it. When indicated, referral to 
a psychiatrist was discussed, preparatory to 
consultation with the doctor on the case. 


Relationships with Physicians 


Two of the workers were disturbed by the 
content of records involving emotional and 
behavior problems because of the meaning 
they might have to the doctors. (The medi- 
cal social history is filed in the unit medical 
chart.) The use of psychiatric and technical 
case work terminology, except that in com- 
mon usage in the hospital, is discouraged 
because it is not easily understood and is 
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sometimes threatening. Other threats were 
evident in the recording of case work judg- 
ment that differed from medical judgment 
(such as the case work knowledge that 
placement is not always the only or best 
solution to convalescent or behavior prob- 
lems or to poor family situations), and in 
handling hostility toward the doctor or 
hospital. 

However, one of the functions of the 
medical social worker is to participate, 
through case work demonstrations and con- 
sultation, in helping the medical students 
become aware of social and environmental 
factors and their importance in diagnosis 
and treatment. For this reason and also in 
order to demonstrate the function of the 
medical social worker in dealing with emo- 
tional and behavior problems related to ill- 
ness, as well as because detailed material is 
needed for constant re-evaluation of the case 
work itself, the worker is encouraged to 
record completely as well as concisely. 

The workers have been and should be 
concerned when non-professional personnel 
have had access to the medical chart and 
about inclinations to gossip about patients’ 
personal affairs. On the other hand, they 
have been encouraged to see that the manner 
in which they record the material has resulted 
in intelligent referrals and the calling of per- 
tinent information to their attention. The 
workers have been helped to obviate their 
fears of the doctors’ rejection of the handling 
of emotions, as well as to develop clear diag- 
nostic thinking, by taking care that all im- 
pressions, plans, and recommendations were 
founded on sufficient, obvious, and reason- 
able evidence. They were permitted to 
speculate in the supervisory conference but 
not allowed to forget that they were specu- 
lating. Interestingly, the worker who most 
resisted incorporation in the record of 
material regarding her handling of emo- 
tional problems and expressed the strongest 
opinion against use of technical terminology 
as irritating to the doctor, omitted the 
material and terms except in her less well- 
founded impressions, being quite unaware of 
doing so until it was called to her attention. 


A Terminal Illness 


The records of two cases, carried by 
workers with one and six months’ ex- 





perience respectively when case work was 
undertaken, incorporate and illustrate many 
of the points discussed above. 


Mrs. N, 29-year-old mother of four children, was 
referred for plans for her children during her hos- 
pitalization for treatment of terminal cancer. The 
husband had not availed himself of service offered 
by a former worker and Mrs. N had left the 
hospital, against advice, to be with her children. 
Our worker, Miss E, entered the case when the 
visiting nurse reported home conditions poor and 
the husband unable, even with the help of a neigh- 
bor, to keep up his full-time job, the housekeeping, 
and the care of the children. Miss E obtained the 
promise of a community agency to furnish a prac- 
tical nurse if a housekeeper were provided. The 
family agency accepted responsibility for supplying 
a housekeeper. The family worker, distressed by 
the serious illness of the mother and the behavior 
problems of the children, began immediately to 
bring pressure for hospitalization of the mother, 
although this was not yet considered medically 
necessary. When the visiting nurse’s concern over 
the delay in furnishing housekeeping service was 
discussed, it was discovered that, although Miss E 
had made the referrals for service and participated 
in numerous conferences, she had had no contact 
with the patient or family. She saw no service for 
which she personally was needed because the 
patient knew of her impending death, and the 
worker considered that reminding her of it would 
be an unnecessary cruelty. Miss E accepted the 
suggestion that, on the contrary, a_ relationship 
established now would enable the family to turn 
to her readily when a crisis arose. 


When an impasse resulted from pressure from 
the family worker for hospitalization of the patient 
and the decision of the doctor from the county hos- 
pital (where patients are hospitalized if beds are 
not available in the University Hospital) that 
admission was not necessary, Miss E felt helpless. 
The problems in the situation were reviewed with 
her. She admitted that they were principally medi- 
cal social but that she felt inadequate to handle 
them or to clarify her function with the experi- 
enced family worker. She agreed to assume her 
proper responsibility and the supervisor clarified it 
with the family worker. They concurred in the 
opinion that it would be advisable to learn to what 
extent the older children had been affected by their 
mother’s illness. Assistance was given in working 
out the mechanics of seeing the oldest child while 
the nurse was occupied with the mother. Miss E 
found the boy upset by his fear that his mother 
would die in her sleep and was able to establish a 
relationship with him which made him feel appre- 
ciated and feel that he could call on the worker 
when he needed her. When hospitalization was 
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indicated, Miss E was helped to see her supportive 
and steering role, which she handled well. 


It was unfortunate that a case with so 
many threatening aspects came so early in 
the worker’s experience but, because of her 
personal maturity, her real desire to be of 
help, and her ability to use supervision con- 
structively, this case proved a positive ex- 
perience in overcoming her fear of situations 
in which the illness was cancer. 


Treatment of an Arthritic Child 

Mrs. D was first referred in the fall of 1944 
during one of her periodic episodes of dissatisfac- 
tion over the care of Dolores, aged 12, who had 
been under treatment for a number of years for 
rheumatoid arthritis. Miss M was helped to accept 
the mother’s right to reject medical care even 
though her action would be detrimental to the 
child. However, it was decided that if Mrs. D 
brought her back, an effort would be made to help 
her accept Dolores’ illness and, possibly, care out- 
side the home, since she was never skilful with her 
and in many ways openly showed rejection. In 
January, 1945, the case was referred by the 
orthopedist for placement of Dolores away from 
her mother where she could receive physiotherapy, 
and for arranging transportation for physiotherapy 
pending placement. At that time the arthritis was 
active, limiting motion in practically all joints, and 
she “walked like a crippled old lady.” Her ex- 
pression was dour and her responses, if any, were 
curt and negative. The father had recently died 
but left a small income for Mrs. D and the three 
children. 

The mother accepted the recommendation for 
placement. The Crippled Children’s Guild paid for 
taxi transportation, saving time and energy for 
both Dolores and Mrs. D. Miss M made appli- 
cation to the convalescent home on the basis of the 
recommendation for physical care, but she did not 
accept it as the solution for the poor family rela- 
tionships. She and the supervisor hoped (off the 
record) that there would be delay in placement 
because need for case work treatment was indicated 
to help both Mrs. D and Dolores accept and adjust 
to the illness and to develop a positive relationship 
between them. 


When _ insufficient physiotherapy _ staff, 
however, precluded Dolores’ acceptance by 
the convalescent home, Miss M was hesitant 
about undertaking treatment, especially of 
Dolores, feeling inadequate to handle it. Her 
interest in the social and medical problems 
as ones in which case work therapy should 
be effective and her desire to develop her 
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treatment skills were stronger than her 
doubts and, having fortified herself with the 
promise of close supervision, she was able 
to offer the kind of treatment needed. She 
consistently recorded each interview imme- 
diately in order to have help in understand- 
ing the meaning of the material produced, 
the trends, and the possible nature of the 
next interview. Her first concern was how 
to relate to this negative child and she was 
reassured that it was valid to take several 
interviews to get acquainted. 


Mrs. D’s hospitalization for a diabetic reaction 
resulted in her beginning to accept not only her own 
condition and need for medical care but Dolores’ 
also. Consequently, need for regular interviews 
with Mrs. D was not indicated. There were 
weekly interviews with Dolores during her subse- 
quent physiotherapy. The personality of the 
physiotherapist was ideally suited to this arrange- 
ment and was part of the dynamics of case work 
therapy, which was carried on sometimes in her 
presence and sometimes alone with Dolores. In 
March, Dolores first expressed her feelings of hos- 
tility toward her brothers when Miss M told her 
she could swear (as her: brothers did) or say any- 
thing she liked in her presence without being 
thought “unladylike.” In succeeding interviews, 
modified play therapy, which had been suggested 
to Miss M, brought expression of resentment at the 
“unfairness ” of her illness, the cruelty of children 
who teased her, and her inability to participate in 
active play. Hostility toward her brothers con- 


tinued paramount. Such things as evasion of the. 


word “leg” and her guessing games related to fast- 
moving objects of drab or dark colors were inter- 
preted for Miss M to indicate conflict about walking 
and running and suggestions were made for gearing 
treatment to the feelings indicated. 


In May the orthopedist “ noticed a definite 
improvement in Dolores’ attitude, a relaxa- 
tion of tension which she feels is very im- 
portant to the physical improvement which 
has been shown.” Mrs. D was happy when 
the pediatrician also noted improvement. 
Miss M had conferred frequently with the 
orthopedist but had almost no contact with 
the pediatrician. When questioned about 
this, she said she had had no specific reason 
for the latter and hesitated just to report 
her activity as she was doubtful of her ability 
to interpret her case work treatment under- 
standably and acceptably. She readily 
accepted the supervisor’s offer to join her 
in the conference but needed little participa- 
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tion by her to carry on the discussion, which 
included helpful information from the doctor. 


Interviews continued with greater freedom of 
expression on Dolores’ part. Clinic personnel 
began to notice her increasing friendliness and she 
was participating in more normal activities. When 
Miss M went on vacation in July, she asked the 
supervisor to assume responsibility for continuing 
treatment in order especially that she might be able 
to see the relationships firsthand and interpret 
them. Dolores accepted the substitution well and 
there was no break in treatment. The more rapid 
movement evident in that month (Dolores even 
talked about her legs) was later evaluated with 
Miss M in relation to her months of treatment. 
The dynamics of the three-way relationship were 
interpreted to consist of: the patient, accessible to 
therapy; the physiotherapist, as the mother-person 
receiving the overt demonstrations of affection and 
hostility; and the medical social worker, as the 
accepting, understanding, and steering person. By 
the time Dolores could be accepted by the con- 
valescent home in September, Miss M and the 
supervisor considered she was ready for the experi- 
ence of group living. 


This case had satisfactions for the worker 
not only in its benefit to the patient and in 
her development but also in its use as inter- 
pretation to the pediatrics department as the 
first medical social case to be presented in 
its medical seminar. It was gratifying to 
have the orthopedist acknowledge the con- 
tribution of the case work treatment to 
Dolores’ improvement and cite instances of 
the correlation between favorable social and 
emotional factors and the rapid or complete 
recovery from rheumatoid arthritis. Another 


doctor advocated early medical social treat- 
ment of social and emotional problems. 

We have been reviewing fifteen months 
of the development of beginning medical 
social workers—their problems, their satis- 
factions, and their supervision. Their prob- 
lems were created primarily by their lack of 
facility in putting theoretical concepts and 
techniques into practice. Their insecurity in 
function, in turn, brought insecurity in the 
functional relationships peculiar to their 
specialty. It also made them fearful of 
undertaking treatment of difficult situations, 
particularly those in which relationships 
were hard to establish or in which there 
were serious physical or emotional problems. 
Having entered treatment, it was difficult 
for them to make conscious use of their 
techniques, to see the effect of case work 
methods even when they were used intui- 
tively, and not to be threatened by the 
record of their own activity and judgment. 
Their satisfactions came from anything in 
the case situations or relationships which in- 
creased their security, facility, and independ- 
ence. The purpose of supervision was to 
assist them to make conscious integration of 
theory and practice so that they could func- 
tion securely and effectively, to minimize 
their problems and increase their satisfac- 
tions. It was necessary for the supervisor 
to help the workers achieve this through a 
variety of techniques—reassurance, encour- 
agement, support, explanation, interpreta- 
tion, suggestion, illustration, demonstration, 
and evaluation. 


Rheumatic Fever and Rheumatic Heart Disease 
Mary H. Eassy, M.D. 


HEUMATIC FEVER and rheumatic 
heart disease have assumed a position 

of prominence among public health problems 
due to their high incidence in the younger 
age groups of our population. It is a matter 
of importance to all who are concerned with 
the welfare and health of our nation that 
this crippling disease has had relatively little 
cognizance taken of it in the past. I am 
presenting this discussion to the social work 
profession because I feel that social workers 


are in a position to help large numbers of 
people to understand the full significance of 
these conditions and to guide individuals in 
the use of community resources that are 
available for prevention and treatment of 
heart disease in general. As is the case in 
other disabling chronic illness, rheumatic 
heart disease may create many problems in 
a family group. It would seem that a case 
worker experienced in dealing with the dis- 
ruptive effect of illness in the family can give 
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inestimable help in dealing with these prob- 
lems because of her understanding of what 
such a disease implies to the sick individual 
and to members of his family. 

In this discussion I am first of all describ- 
ing some of the general characteristics of 
acute rheumatic fever and rheumatic heart 
disease and will enumerate the more common 
symptoms and signs with which the social 
worker might find it helpful to familiarize 
herself. I am also attempting to set forth 
some of the social, economic, and emotional 
implications of the conditions under discus- 
sion as they have impressed themselves upon 
me in my own experience. This paper by 
no means attempts to cover either the medi- 
cal or social aspects of these diseases in their 
entirety, but it does attempt to discuss some 
of the major factors involved. 

Acute rheumatic fever has been called 
childhood’s “enemy number one.” This 
incriminating name is well merited, for this 
disease with its sequential damage to young 
hearts is responsible for a greater death toll 
than any other childhood disease. Mortality 
figures show us that up to the age of twenty, 
rheumatic fever leads appendicitis, tubercu- 
losis, pneumonia, and the communicable dis- 
eases of childhood. Only after twenty does 
it take second place to tuberculosis. The 
mortality rate for rheumatic fever and rheu- 
matic heart disease is on the increase. From 
the year 1911 to the year 1920, its mortality 
rate between the ages of 5 to 24 was 8.8 per 
cent of all fatal diseases. From 1941 to 
1943 it was 13.8 per cent for the same age 
range. 

These statistical data do not tell the whole 
story, however. Startling as the mortality 
rates are, we must realize that the survivors 
of the disease present a problem also. Ado- 
lescents and young adults who have lived 
through the ravages of this illness in child- 
hood must in many instances face life as 
cardiac cripples. The heart may be and 
usually is left with permanent scarring which 
imposes such a burden upon it that it begins 
to fail in its function of maintaining normal 
circulation long before the average life span 
is lived. When circulation fails the condi- 
tion of congestive heart failure ensues. This 
term designates a state in which the heart 
can no longer compensate for some weakness 
which has been imposed on it by previous 
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attacks of disease, such as acute rheumatic 
fever, and is characterized by phenomena of 
congestion or stasis of the circulation. The 
symptoms of this condition may be mild in 
the beginning and usually grow in severity 
as the individual ages, but at any age they 
may be severe enough to cause discomfort 
when normal activities are attempted ; hence 
we have children who are set apart from 
their group because they must guard against 
overexertion in their play or school activities, 
and adults who either must work at jobs that 
have been selected for them in the light of 
their physical handicap or who cannot engage 
in any gainful occupation. The social, eco- 
nomic, and emotional implications of chronic 
rheumatic heart disease are in the main the 
same as those of any chronic disease. 


Causation 

Perhaps, however, it is getting ahead of 
the story to describe the chronic phase of 
the disease so early in the discussion. Let 
us consider briefly therefore how it starts 
and some of its general characteristics. It is 
an established fact that rheumatic heart dis- 
ease is caused by acute rheumatic fever. The 
cause of acute rheumatic fever, on the other 
hand, is not yet definitely known. Many 
different theories as to its causation have 
been advanced. Probably the most widely 
accepted one is that an infectious organism, 
probably some strain of hemolytic strepto- 
coccus, causes the disease in susceptible 
individuals. Susceptibility may be influenced 
by familial predisposition, allergy, or some 
unknown factor. Schools of thought differ 
on this point. 

The pathology resulting from invasion by 
the infectious agent may manifest itself clini- 
cally in diverse ways. Joint symptoms char- 
acterized by intense soreness, heat, swelling, 
and redness may be outstanding. On the 
other hand, they may be so mild in degree 
as to enter the picture scarcely at all. Chorea 
(St. Vitus’ dance), characteristic skin rashes, 
the appearance of small nodes or lumps 
under the skin, or rheumatic pneumonia or 
pleurisy may be the predominant manifesta- 
tion of the infectious invader. Any one of 
these may develop alone or there may be 
various combinations of them. Whatever 
form the illness takes, it is usually preceded 
by an acute cold, sore throat, or some other 
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form of upper respiratory infection. All these 
conditions are characterized by evidences of 
acute infection such as fever, elevation in 
white blood cell count, acceleration of the 
sedimentation rate (the measurement of the 
speed at which red blood cells settle on 
standing), weakness, anemia, weight loss, 
poor appetite, restlessness, and so on. Also 
any one of these conditions may cause rheu- 
matic heart disease. During the acute stages 
of infection all the tissues of the heart may 
be involved, but as the infection subsides 
the residual permanent damage is usually 
left in the heart valves. These, as the result 
of healing from infection, remain scarred and 
incompetent. This scarring gives rise to cer- 
tain clinical findings that characterize chronic 
rheumatic heart disease. Among these find- 
ings are abnormal sounds known as mur- 
murs which ‘can be heard through the 
stethoscope. 

The incidence of acute rheumatic fever is 
to a certain extent seasonal ; although it may 
appear at any time of year, late winter, 
spring, or early summer usually bring a 
sharp rise in its occurrence. It is no re- 
specter of sexes, but the death rate from 
the disease is slightly higher in girls than 
in boys. It has been found in practically 
all races. The disease attacks individuals 
in all income groups although there does 
seem to be evidence that poor nutrition and 
poor living conditions in general are asso- 
ciated with a higher incidence. It is a fact 
that there is a definite familial occurrence. 
This situation, however, may be due to 
hereditary predisposition rather than to ex- 
posure to infection dependent on crowded 
home conditions. 

The highest age incidence is between the 
5th and 15th years of life. This seems a 
logical place to emphasize one characteristic 
of the disease which is of the utmost impor- 
tance, that is its tendency to recurrence. 
Recurrences, brought on by a reactivation of 
the infectious process, like the initial attack 
are usually preceded by some form of upper 
respiratory infection. They may occur at 
any age although their frequency and sever- 
ity tend to diminish as the patient gets older. 
Although it has long been felt that the dis- 
ease is primarily one of childhood, recent 
figures showing the high incidence of what 
were apparently initial attacks of acute rheu- 


matic fever among the armed forces may 
necessitate some modification of this idea. 

As to climate, it can be said that there is 
scarcely any part of our country entirely 
free of the disease, but it has long been 
noted that the colder, damper climates have 
higher incidences than the dry, warm por- 
tions of the country. The middle Atlantic 
states and the lower New England states 
have a particularly high incidence not only 
of rheumatic fever but also of the rheumatic 
type of heart disease. It is believed that 
streptococcal infections tend to die out in 
warm, sunny, clear atmospheres. 


Early Recognition 

A widespread effort has been made during 
the past few years to familiarize the lay 
public with some of the early signs and 
symptoms of acute rheumatic infection in 
the expectation that if parents are made 
aware of their significance they will seek 
medical aid for their children sooner than 
they would otherwise do. Only in early 
recognition and treatment is there hope of 
sparing the heart from permanent damage. 
The great difficulty, however, is that these 
same early signs and symptoms resemble 
closely those of many other childhood dis- 
eases. They are emphasized as danger signs 
in the belief that every child who has them 
should be given the benefit of a visit to his 
family physician or hospital clinic for further 
evaluation. The diagnosis of acute rheu- 
matic fever is not always an easy one to make 
and it is often necessary to employ special 
laboratory examinations and to observe the 
child over a period of time in order to reach 
a definite conclusion as to whether or not 
he is a victim of this disease. 

Let us consider briefly some of the mani- 
festations that should arouse suspicion as to 
the presence of this infection. As I have 
mentioned previously, attacks of acute rheu- 
matic fever are ushered in by an acute cold 
or sore throat or other involvement of the 
upper respiratory tract. These illnesses fre- 
quently follow exposure from chilling, from 
damp clothes or wet feet, and occur most 
frequently in cold, wet weather. The so- 
called common cold should be a disease of 
short duration although the symptoms may 
be severe and acute while they last. If the 


child fails to recover completely from such 
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an illness in a reasonable length of time and 
if he continues below par, loses weight, has 
a poor appetite or stomach disturbances, or 
if he has nose bleeds, pains in the legs, and 
a low grade fever, rheumatic fever may have 
set in. In some instances the symptoms may 
be more spectacular with high temperature 
and such pain, tenderness, and swelling of 
the joints that even the weight of the bed 
clothes is intolerable to the patient. On the 
other hand, the invading organism may 
attack the nervous system of the child and 
the incoordinate jerky movements, the facial 
grimaces, irritability, and emotional insta- 
bility of St. Vitus’ dance will be recognized. 
Whatever the manifestations of the infectious 
process there is always the probability that 
the tissues of the heart are being attacked. 
Cardiac involvement frequently manifests 
itself during the acute stage of the disease. 
The child may complain of heart pain and 
breathlessness and the cardiac rate will be 
rapid and possibly irregular. Abnormal 
sounds known as murmurs will appear. As 
I have mentioned before all the acute mani- 
festations of the disease may subside when 
the active stage has run its course, but per- 
manent damage to heart valves remains in 
a great majority of cases. 


Treatment 

Treatment in the acute stage starts with 
absolute bed rest. This is essential even 
though the clinical manifestations of the dis- 
ease are mild. Bed rest in these cases is 
indicated for a matter of weeks or months 
and must be strictly enforced. Other treat- 
ment measures during this time depend to 
a large extent on the severity and form 
the infection manifests. If joint symptoms 
predominate, drugs of the salicylate group, 
such as aspirin, are given in large enough 
doses to control the pain. If nervous symp- 
toms such as those of St. Vitus’ dance are 
outstanding, sedatives are used. Diet should 
consist of nutritious and easily digested food 
and should be reinforced with supplementary 
vitamins. Iron is frequently given to combat 
anemia. The child must be protected at all 
times from chilling, dampness, and exposure 
to colds and sore throats which other mem- 
bers of the family or visitors might bring 
into the sickroom. 

The atmosphere of the child’s immediate 
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surroundings should be quiet and cheerful. 
As he begins to improve it is important that 
he have some sort of appropriate occupa- 
tion ; what this will be will depend of course 
on his age, sex, tastes, and, most important, 
on his physical endurance. No diversional 
activity should be pursued to the point of 
fatigue. Frequent naps during the day are 
important and twelve hours of restful sleep 
at night are desirable. Many of these pa- 
tients will be able to accomplish a certain 
amount of school work while still conva- 
lescing in bed and thus be able to keep up 
with their classes. 


Convalescence 


Improvement is estimated not only on 
clinical manifestations but also by labora- 
tory tests that show the subsidence of 
infectious activity. Temperature curves 
become normal ; white blood cell counts cease 
to be elevated; sedimentation rates slow; 
abnormal electrocardiographic changes dis- 
appear and the child looks and seems to be 
more like himself. His color, appetite, and 
weight improve and his endurance increases. 
These signs of improvement are gratifying 
but experience has taught us the dangers 
of overoptimism at this stage. Recurrences 
are an ever present sword of Damocles and 
to guard against them a prolonged conva- 
lescent stage must be accepted as an absolute 
necessity. The duration of this less acute 
stage when the patient’s activities must still 
be held at a minimum may be six months 
to a year or even longer. Should a recur- 
rence of infectious activity occur during this 
period the child must be returned to absolute 
bed rest. 

When and how this protracted convales- 
cent period will be spent will vary with the 
individual case. Some patients undoubtedly 
do better when left in their own homes, but 
when the home is crowded and ideal hygienic 
surroundings are impossible to attain some 
other procedure should be followed. In the 
main, two courses are open. One is care in 
a sanatorium or care in a convalescent hos- 
pital designed for patients of this type. There 
are several such hospitals throughout the 
country. For example, there is the Chil- 
dren’s Heart Hospital of Philadelphia; the 
House of the Good Samaritan in Boston; 
Irvington House at Irvington-on-the-Hud- 
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son, New York; Heart House at Valencia, 
Pa.; the National Children’s Convalescent 
Home at Miami, Florida, and others. In 
these institutions the child is under medical 
supervision and is carefully observed for evi- 
dence of recurrent infection. His activities 
are controlled and graded in accordance with 
his physical improvement ; in many instances 
schooling is provided as soon as his cardiac 
status permits. In general, the advantages 
of these institutions outweigh those of any 
other type of convalescent facility but there 
are undoubtedly individual cases for whom 
the second type of care is more appropriate. 

This second type is foster home placement. 
I have seen children who have failed to show 
maximum improvement in a convalescent 
hospital make rapid strides toward recovery 
in a foster home. One indisputable advan- 
tage of a foster home in which only one or 
two or, at the most, three children are stay- 
ing is the lessened danger to exposure to 
colds and other infections, provided, of 
course, that the temporary home has the 
proper environmental setup. Both types of 
care have their advantages and these must 
be evaluated in the light of each individual 
case. In most communities adequate facilities 
of either type are woefully lacking. 

After the convalescent period is safely 
passed the rheumatic child may be allowed 
to resume activity. This must, of course, be 
done gradually and under medical supervi- 
sion. Some children are fortunate enough 
to have sustained no permanent cardiac dam- 
age or possibly only a minimal amount. They 
may eventually be permitted to live normal 
lives. It must be remembered, however, that 
rheumatic fever is a “sneak thief” disease 
and may strike again and again at the same 
heart. Those individuals who have escaped 
permanent damage in the first attack may 
be the victim of recurrent attacks and con- 
stant vigilance against those types of illness 
which precipitate recurrences is necessary. 
With children who have sustained more 
severely damaged hearts full normal activity 
may never be attained. Limitation of exer- 
cise to a greater or lesser extent must be 
insisted upon. Regular supervision of the 


1A directory of convalescent homes, camps, and 
schools accepting cardiac patients may be obtained 
from the American Heart Association, 1790 Broad- 
way, New York, N. Y. 


patient’s play or work activities by the family 
physician or in a hospital clinic is the best 
safeguard against cardiac disaster. 

A patient with chronic rheumatic heart 
disease cannot ever be regarded as cured. 
Cardiac damage has been done and cannot 
be undone, but in a large majority of cases 
these individuals can live comfortably and 
work gainfully for a number of years if they 
are helped to understand their handicaps and 
to stay safely within the bounds of their 
physical limitations. Interpretation to the 
patient of the need for his continuing con- 
tact with medical supervision, even though 
he feels well and believes himself to be in 
the best of health, is an important function 
of the social worker in a cardiac clinic. 


Individualized Care 

Thus far this discussion has concerned 
itself mainly with certain general character- 
istics of acute rheumatic fever and its most 
important sequel, rheumatic heart disease. 
The significance of this type of illness to 
the individual who has it and to his family 
must be considered. During the initial acute 
attack which usually occurs in the childhood 
years the problems of the patient are similar 
to those of any other virulent illness. The 
child may be acutely sick and in pain. His 
appetite is poor and he must be tempted by 
attractive delicacies. Every physical need 
must be taken care of. Restlessness and 
irritability must be patiently dealt with by 
the mother or nurse in charge of the child’s 
care. Usually the patient survives his first 
attack of rheumatic fever but its course is 
frequently turbulent. The child’s illness is 
the focal point of the family’s attention over 
a period of weeks or even months. By the 
time he is able to resume any part of normal 
family life he may have developed an attitude 
of dependence on those around him and an 
assurance that his every demand will be met 
without argument. 

During the prolonged convalescent period 
this attitude of overdependence must be com- 
bated if a lifelong pattern of invalidism is 
to be avoided. To combat it without pre- 
cipitating emotional storms that are damag- 
ing to the physical welfare of the patient 
will require all the tact and understanding 
the family and the medical attendant can 
muster. Trying as the acute illness may be, 


January, 1946, The Family 














== SS = ww wv se 


‘3? 

















MARY H. EASBY, M. D. 345 


the convalescent stage is of necessity much 
more so. Anxiety about the ultimate out- 
come is lessened, but with the vigor of the 
patient gradually returning his demands for 
diversion and attention will increase. His 
resentment at being forbidden the usual 
activities of childhood, particularly when 
there are other children in the family engag- 
ing in these activities, must be dealt with 
and his energies directed in the channels 
that are appropriate for his diminished physi- 
cal capacity. These problems impose a long, 
grueling strain on the family and frequently 
present heavy financial burdens as well. It is 
for these reasons that some type of conva- 
lescent care out of the home is usually desir- 
able. If these months of semi-invalidism are 
to be spent at home, the mother of the family 
or some equally responsible person must be 
prepared to assume the burden of care as 
a full-time job. 

As has been said above, the choice of 
placement for the convalescent period varies 
with the individual case. If some type of 
heart hospital or a heart home is decided 
upon many difficulties present themselves. 
These specialized institutions are not plenti- 
ful enough to care for the increasing number 
of children needing their services. Very few 
communities have access to a hospital of this 
type, and where one does exist there will 
probably be a long waiting list of applicants 
for admission. Furthermore, in an effort to 
eliminate outbreaks of upper respiratory in- 
fections among the patients, visiting hours 
are infrequent and brief and often limited to 
the adult members of the family. Parents 
are usually required to agree to a minimum 
period of hospitalization for their children; 
this minimum may be several months. 

Prolonged separation is hard for both the 
patient and his family to face and only an 
interpretation of the advantages offered by 
this type of care will make the decision pos- 
sible. The role of the social worker in mak- 
ing such an interpretation is of the utmost 
importance. She can emphasize to the 
family the obvious medical advantages; she 
can also be of the greatest value in pointing 
out to the medical and nursing staff of the 
institution something of the social and emo- 
tional problems presented by each patient. 
The social worker can also further the wel- 
fare of some patients by calling the attention 
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of the referring physician to the possibility 
that, in certain cases, the advantages of con- 
valescent placement of any type will be 
negated by the emotional disturbance attend- 
ant upon separation from the family. 

Those types of convalescent homes in 
which a cottage system exists have some 
obvious advantages. From a physical stand- 
point, there is less opportunity for epidemics 
to involve the whole hospital population. 
From an emotional standpoint, the setup 
more nearly resembles the normal home 
environment, which is particularly desirable 
in the pre-adolescent years. However, such 
an arrangement is more expensive to build, 
to operate, to equip, and to staff and 
so in most instances has been considered 
impracticable. 

The other type of out-of-the-home con- 
valescent placement, the foster home, pro- 
vides less in the way of medical facilities. 
Those who have the responsibility of the 
child are not usually trained to detect early 
indications of recurrent infection, and they 
may be so situated that prompt treatment 
for intercurrent illnesses is not immediately 
available. Balanced against this are the 
obvious advantages of a normal family life. 
The problems involved in the choice of such 
a placement are the same as those in the 
choice of any foster home with the addition 
that the foster parents must be able to recog- 
nize the need for restriction of activities and 
the emotional difficulties attendant upon such 
restriction. 


Problems of Adolescent Patients 


The adolescent years present a new set of 
difficulties for the patient with rheumatic 
heart disease. Acute rheumatic infection is 
less rarely contracted during this period as 
an initial infection, but recurrences are not 
infrequent, and chronic heart damage may 
already have been acquired by the time the 
patient enters the teen years. Normally this 
age is one of increased activity and of in- 
clination to break away from the sheltering 
atmosphere of the home in pursuit of new 
and independent activities. 

The child who, because of chronic or 
recurrent illness, has of necessity been over- 
protected in the family situation will experi- 
ence considerably more than usual difficulty 
in making an adequate adjustment to the 
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demands of maturity. For this reason, it is 
of the greatest importance to develop new 
and absorbing interests consistent with the 
necessary physical limitations of the patient. 
In those whose heart damage is slight, these 
interests may be normally active, even in- 
cluding the less competitive forms of sports. 
In those with more severe damage, interest 
in sports may still be encouraged but from 
the point of view of a spectator rather than 
that of an active participant. Hobbies should 
be cultivated. Interest in music, books, 
stamp collecting, pets, clay modeling, draw- 
ing, painting, and so on, will serve to widen 
the horizons of these patients, who must 
spend long hours in sedentary pursuits. 


Problems of Adults 


In adult life the problem of marriage and 
the assumption of family responsibilities pre- 
sents itself. There are two main aspects to 
be considered. First, in the case of the 
woman patient, there arises the question of 
the advisability of pregnancy. This is often 
a difficult situation to deal with and each 
patient who seeks advice on it must be indi- 
vidually evaluated. In general, it can be 
said that even in the normal individual preg- 
nancy imposes a mechanical load on the 
circulation. Many patients with perfectly 
good hearts experience symptoms of breath- 
lessness and palpitation on exertion in the 
later months. Even physical signs such as 
heart murmurs, rapid heart beat, and some 
swelling of the legs may develop and suggest 
the presence of heart disease even though 
there has been no previous evidence of it. 
But in the non-cardiac patient these findings 
are functional and will disappear after de- 
livery. They show, however, the presence 
of some degree of circulatory strain due for 
the most part to the mechanical embarrass- 
ment of the increasing size of the uterus. If 
there already exists heart damage from pre- 
vious attacks of rheumatic infection, this 
strain is accentuated and the ultimate out- 
come will depend on whether or not suffi- 
cient cardiac reserve exists to handle this 
additional burden without the appearance of 
circulatory failure. If the patient presents a 
history of previous attacks of congestive 
heart failure she must be advised against 
undertaking pregnancy. If she has had no 
such breaks in compensation and if the 


rheumatic damage to her heart in found to 
be of a rather mild type, the chances for her 
going through pregnancy and delivery with 
safety are fairly good. On the other hand, 
should she become pregnant and develop 
signs of congestive heart failure during the 
early months, a therapeutic abortion may 
have to be performed in order to save her 
life. 

The male patient with chronic rheumatic 
heart disease should consider the advisa- 
bility of undertaking family burdens in the 
light of his ability to make an adequate wage 
to maintain his dependents during his life- 
time and to provide some means for their 
support after his death. For the probability 
is that, if his cardiac damage is at all exten- 
sive, his productive years will be prematurely 
terminated by death or chronic invalidism. 
This situation should be presented to him as 
tactfully as possible, and the advisability of 
his entering upon an occupation or training 
for an occupation appropriate to his dimin- 
ished cardiac reserve should be stressed. 
There are many types of rehabilitation serv- 
ices which can be of the greatest assistance 
in this respect. Some of these employ special 
cardiac workers. Frequently employers are 
fearful of using heart patients in industry, 
but with careful interpretation this attitude 
can be modified as they are brought to 
understand that the risk is slight if job 
selection is wisely made. 

With patients of either sex it is frequently 
a difficult and painful task to bring them to 
a realization of the need for planning a life 
of sharply circumscribed activity. A young 
woman with severe rheumatic heart disease 
faces an acute emotional crisis when she is 
advised that she can never bear children 
without endangering her own life. A young 
man, entering the years of what should be 
his greatest economic productivity, has diffi- 
culty in accepting the decision that a seden- 
tary, protected, and possibly poorly paid 
occupation is the only safe one for him. 
Undoubtedly it is the duty of the attending 
physician to make such a decision and to 
deliver such an ultimatum to the patient. 
The medical social worker can render the 
greatest possible service in helping the phy- 
sician deal with the emotional disturbances 
attendant upon such a decision and in plan- 
ning ways and means of lightening the 
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gloomy outlook for the patient. In no other 
type of illness can her offices be of greater 
value. 


Hopeful Aspects 


I have painted a rather discouraging pic- 
ture of rheumatic heart disease in this dis- 
cussion and perhaps I should mention, in 
closing, some of the more hopeful aspects of 
the problem. These are to be found in the 
realization of two facts. The first is that 
intensive research is continuously being car- 
ried on in an effort to trace down the exact 
cause of acute rheumatic fever. When this 
is definitely established it can be anticipated 
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that the medical profession will possess the 
means of combating the disease and thus 
preventing its dread sequel, rheumatic heart 
disease. The second fact is that public inter- 
est in the condition is aroused. The laity is 
eager to know more about it; parents are 
continually becoming more cognizant of the 
meaning of premonitary signs and symptoms 
and are consequently seeking earlier medical 
care for their children. Communities are 
awake to the need for more adequate con- 
valescent care facilities. Many of the 
scourges of childhood have already been 
conquered and I believe that we are justified 
in hoping that this disease may likewise be 
overcome in the not too distant future. 


Color and Social Case Work 


Epa HouwInk 


OLOR has two-way implications affect- 

ing both the Negro and white groups. 
Neither can escape the effects of the inter- 
mingling that result from two groups living 
together, though it may affect them differ- 
ently. Members of the minority group are 
barred from opportunities and privileges of 
all sorts and this creates feelings of fear and 
rejection which frequently end in hostile 
trends in the individual and in the group. 
Members of the majority assume consciously 
or unconsciously the ungracious character- 
istics born of misconceived superiority ; they 
frequently are thoughtless and sometimes 
cruel in the expression of the myth of their 
own supremacy which someone has called 
Nordidiocy. All of us need to become aware 
of the force of these attitudes functioning in 
and through us so that we can be rational 
about them and thus erase them. This will 
take time, for the roots are deep and tangled. 
The effects of the internalization of this 
highly complex culture pattern are felt by 
social case workers along with everyone else, 
and in turn it has sometimes affected their 
professional performance. Members of the 
white race often have little knowledge of 
the full psychological meaning of being a 
Negro in our society, and little real under- 
standing of the multitude of limitations 
placed by their own group upon the Negro, 
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and what this has done to inhibit his normal 
development. White workers may be in- 
sensitive to the degree to which they them- 
selves have been shaped by the culture 
pattern. They may have gained self- 
awareness in personal areas but have 
ignored the need for self-awareness in the 
area of the color line. Until they have 
worked it through—and it is not easy to do 
—they cannot be free to work helpfully with 
the client. Members of the minority race 
have made varied adjustments to this en- 
veloping convention and in many instances 
have become supersensitive on racial issues 
and pressures. This may show up in too 
easy acquiescence or in too quick hostilities 
which are as confusing to them as to their 
white neighbors. They may feel so over- 
whelmed by the white world in which they 
must live that they lose a sense of hope and 
withdraw into themselves. 

Some of this is very apt to come out in 
case work practice in an inability of the white 
worker to understand fully her Negro client, 
and in the Negro worker’s possible over- 
identification, positively or negatively, with 
her client’s racial difficulties. 

The white worker is apt to be handicapped 
in her capacity to be helpful to her Negro 
client, on the one hand, by her own deep 
ignorance of the psychological meaning of 
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the color line for the in-group and the out- 
group and, on the other hand, by her social 
heritage of prejudice of which she is both 
a victim and a carrier. The worker’s uncon- 
scious conviction that Negroes are different 
may color the whole or only a part of her 
work with a client. The annual reports of 
some state departments of public welfare 
have shown lower relief figures for Negroes 
than for white clients in those states. Since 
both groups live in the same community and 
since their food, clothing, and shelter needs 
are the same, the reader must wonder if a 
double standard of relief has not been 
employed. The immovable silence that the 
Negro client may present to the white inter- 
viewer cannot be interpreted always as igno- 
rance, as Bigger Thomas has shown with 
uncomfortable clarity. It may be that he 
wants something else but, fearing further 
rejection, he holds his peace with outward 
equilibrium. If the worker is deceived by 
this she will mar her service to the client 
in direct ratio to her misunderstanding of 
his total feeling. 

A white worker may also have an uncon- 
scious enjoyment of her unearned feeling of 
supremacy over a member of a minority 
race. If a white worker has less genuine 
personal adequacy than she wants, and if 
she has not found satisfactory compensations 
for it, she may welcome the feeling of 
supremacy that she can assume too easily 
when she faces a member of the minority 
group. This can do great damage to the 
Negro client or worker if the white worker 
or supervisor has not worked through to an 
honest facing of herself and her values. 

Another difficulty that is apt to function 
in a relationship between a white worker 
and a Negro client is the client’s fear of 
the paternalistic white race which the worker 
represents to him. There is also the possi- 
bility of the white worker’s paternalistic 
sympathy taking over so that she cannot 
deny a client’s request even though, on a 
case work basis, denial would be wiser. 
When a white family is assigned to a Negro 
worker, a similar complexity may add to 
the dynamics of the interview though this 
would vary with the skill of the worker 
and the freedom of the client. It has been 
demonstrated successfully in many commu- 
nities that a Negro worker can work pro- 


fessionally with a white client. While the 
culture pattern is a controlling force in the 
client and in us, it is not so strong as the 
helping power of a professional worker re- 
gardless of race, creed, or color. 

A Negro worker who is fully aware of 
the implications of the culture pattern and 
its effects upon herself and her people can 
give excellent case work service to the Negro 
client because of her automatic understand- 
ing of the color aspects of his total situation. 
A Negro worker, however, who is too much 
traumatized personally by cultural ostracism, 
and who has not yet worked out a satisfac- 
tory living adjustment to it, may be over- 
protective of her client in an effort to give 
him what her projection defines as his need 
rather than what he really needs on the basis 
of objective study. This is identification in 
a positive sense, for the worker’s giving is 
measured by her own needs and anxieties. 
This worker may give relief without suf- 
ficient understanding of the family’s needs, 
or take over part or all of the client’s prob- 
lem rather than leave it with him to face 
and to work through. 

On the other hand, she may be hypercriti- 
cal of the client who symbolizes for her the 
position in which she feels society sees her 
also, and her rejection of this may evolve 
into her rejection of him. This is identifica- 
tion in a negative sense. All of us face in 
our daily jobs the sensitive spots we have 
developed in our own living, and we have 
to desensitize them in ourselves before we 
can be helpful to others who present similar 
problems. The client reminds the worker 
of what she may not like within herself, and 
his inability to solve it reminds her of her 
inability to solve her own hypersensitive 
area. The consequent impatience that may 
result in the worker stems from her basic 
impatience with herself even though it is 
directed toward the client. 

We have all felt this, particularly at the 
beginning of our case-carrying years. If 
we have known careful budgeting or some 
form of poverty, we may be either unduly 
generous or exacting in our administration 
of relief. If we have not had the child we 
wanted, we may covet the client’s child. If 
we have had marital conflict, we may endow 
the client’s marital problem with our 
own unresolved and unrelated feelings. The 
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Negro worker’s effort to obtain an educa- 
tion, particularly in those states that offer 
little or no graduate work for Negroes, may 
make her protest any threat to her own hard- 
won social prestige which the unkempt client 
symbolizes to her. This is in part the result 
of the American culture pattern that tends 
to see too many Negroes as duplicates of 
Amos and Andy. In all cases, of course, 
the worker’s awareness of these cuitural and 
psychological forces and her own satisfac- 
tory adjustment to them cancel out the possi- 
bility of their deflecting the interview. 

It is supremely difficult to remain neutral 
with a client about a situation which has 
also brought pain to the worker and which 
will continue to do so in the immediate years 
ahead for both client and worker. This is 
an interesting supervisory area and one in 
which the supervisor gives support to the 
Negro worker as she handles herself and her 
client, but it may imply more objective racial 
knowledge and ease than many supervisors 
of either race have as yet. 

The barrier between client and worker is 
twofold, having its foundation in both client 
and worker, and stemming through them 
from the broader culture pattern lying be- 
neath. All this is illustrated in agency staffs 
serving white and Negro clients and par- 
ticularly so when there is a mixed staff. To 
a Negro worker the Negro client frequently 
verbalizes his conflicts and difficulties over 
racial barriers that are omnipresent for him 
in everything he does, from riding a street 
car to the limited job opportunities open to 
him as he plans his life’s work. It is the 
rare client who can bring this out to a white 
worker, and it is the unusual white worker 
who can give her client sufficient understand- 
ing and freedom to bring out his feeling in 
this area. Negro soldiers who were stationed 
in army camps in the South had an exceed- 
ingly difficult time. The man can verbalize 
this more easily and quickly when he talks 
with an interviewer of his own minority 
group to whom he need have no inhibition 
or shame about the humiliations he has had 
to endure. In the same man, anger toward 
and insecurity with the majority race and 
therefore also with the white worker who 
symbolizes that race, may rise high enough 
to silence his expression of racial injustice, 
so that he keeps the discussion on the con- 
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crete request that brought him into the office. 
A Negro woman who has been told that she 
cannot have a job in a factory plant because 
they are hiring no more Negroes may not 
feel that she can discuss this openly with a 
worker who is of the same race as the per- 
sonnel staff at the plant. A worker of either 
race can be helpful to the client if she demon- 
strates full acceptance and understanding of 
his situation, though the client’s feeling about 
his own and the majority race is a variant 
that affects the flow of the interview regard- 
less of the professional skill of the worker. 
In some case situations affected only re- 
motely if at all by the color line, a Negro 
client may at times say that he prefers a 
white worker. Some of them are hostile 
because they feel the Negro upper classes 
have deserted them, some are envious of the 
status and the security of their own profes- 
sional workers, and some feel that the Negro 
cannot be as well equipped as a white worker 
because of the more limited educational op- 
portunities for their own group. On the 
whole it is the southern plantation Negro 
who most distrusts professional members of 
his own race, and the reason for this is 
clearly cultural. He has known no education 
for himself or his family, he has known little 
about professional members of his own 
group, and he has known no life other than 
in the fields. The white men have told him 
about his inferiority so often that he too has 
come to believe it. The urban and the 
northern Negro feel differently. They trust 
their own business and professional workers 
because they have felt their competence. 
All these tangential forces function in the 
interview and they must be separated out 
and brought into focus if the client is to be 
assisted in the real area of his difficulty. 
With the help of writers like Richard 
Wright we are beginning to see the great 
complexity of the psychology of the Negro. 
He faces all the problems the white man 
faces, and in addition he has a racial adjust- 
ment that affects his plans in all directions. 
This gives him a double burden to carry. 
Case records in most agencies seldom con- 
tain mention of these conflicts, though, if the 
internalization of the color line is a problem 
for the client, it needs discussion in the same 
way that other problems need discussion. 
Thus far we have not analyzed sufficiently 
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our prides and prejudices about the color 
line. If we can begin to help the client 
express his feeling about the impact of racial 
barriers upon his hopes and fears, he will 
teach us a great deal about them and about 
himself. If we can pull ourselves up out 
of the trough of uncritical social heritage, 
we shall begin to see beyond and to under- 
stand. If we read more widely, listen more 
receptively, and scrutinize the bases of our 
spontaneous feelings more closely, we shall 
be on our way. 

Supervisors have a special responsibility 
here in encouraging free expression by both 
worker and client, and in gaining for them- 
selves a wide appreciation of this perplexing 
area of conflict that excludes none of us. A 
supervisor has to learn to distinguish be- 
tween her own feelings, those of her worker, 
and those of the client, and not to allow her 
own unconscious racial feelings to influence 
the other two. Unless the worker is given 
freedom, she may be forced into two per- 
formance levels—one in the interview and 


one in the record, the latter being an expur- 
gated edition of the former. When a super- 
visor allows this to happen, she divorces 
from supervision one whole area of the 
client’s problem which the worker must then 
shoulder alone. In addition the worker may 
carry over to other areas the feeling that she 
cannot be free in talking with her super- 
visor, who then becomes only partially useful 
to the worker. 

In working toward a solution of this socio- 
logical problem, the adjustment rests more 
heavily with the majority group, by the very 
fact of its being in the majority. The social 
work profession as a whole is making every 
effort to understand more exactly and to be 
helpful with greater certainty. It is the indi- 
vidual worker on her daily job, however, 
who has to integrate and put into practice 
a working understanding of this tangle in 
our social fabric, for it is upon the per- 
formance of the individual worker that the 
strength of the profession rests. 


Union Counseling and Social Agencies 
Mary A. YouNG 


BD prsiag COUNSELING is a combina- 
tion of old words with a new meaning. 
Counseling has usually been thought of as 
a process of giving suggestions or advice to 
a person with a problem. Union counseling 
is primarily a referral process. It is a 
method by which people working in indus- 
trial plants may know of the facilities that 
organized health and welfare agencies have 
to offer. The essence of good community 
planning has always been based on a simple 
formula of getting needs and services to- 
gether. Social agencies have attempted to 
do this but there are still a great many 
people who could use social services who 
either have never heard of them or have so 
misunderstood them that they are hesitant 
to come for assistance. Social welfare, how- 
ever, cannot be effective in the community 
structure until a working knowledge of its 
services is extended horizontally to every 
individual in the community. It cannot 
limit itself to any group. Therefore its pro- 
gram must be founded upon a pattern of 
broad education and interpretation. It is 


not enough that skilled services be available 
to a person seeking them. The service must 
seek the person. 

The union counseling program is one 
channel by which this communication may 
be brought about. The liaison between the 
potential client and the social agency—or 
the “ go-between,” as someone has expressed 
it—is the union counselor. The success of 
this two-way channel rests very largely on 
the receptivity and the co-operation of the 
health and welfare agencies in helping to 
train counselors and in making agency serv- 
ices readily available. The program aims to 
include all voluntary and public agencies in 
the various functional fields of health, group 
work and education, child welfare, family 
welfare, as well as certain governmental 
agencies such as employment service, hous- 
ing authorities, and social security. 

Union counseling officially began in No- 
vember, 1944, when it was given recognition 
and approval by the Congress of Industrial 
Organizations at its Seventh Constitutional 
Convention in Chicago. The progress of the 


January, 1946, The Family 


— 





nape 











MARY A. 


program was rapid and by July, 1945, a 
total of 681 C.I.O. union counselors had 
received training in organized training 
courses in 14 cities. 


Training Union Counselors 


The method of organization, training and 
recruiting has varied in local communities. 
In every instance, however, the total pro- 
gram is sponsored by the state and local 
C.1.O. Union Council. Also, the Com- 
munity Services Committee of the C.I.O., 
where there is one, organizes and co-ordi- 
nates the program. In Chicago the Com- 
munity Services Committee has worked 
jointly with the Council of Social Agencies 
in all the planning. The Council of Social 
Agencies has also participated actively in 
the actual functioning of the program by 
giving staff time. The local Community 
Services Committee has directed and co- 
ordinated the counseling courses and the 
overall program.! 

Classes in counseling were held for a two- 
hour period, once a week for six weeks. The 
Council of Social Agencies, School of Social 
Service Administration of the University 
of Chicago, and social agencies participated 
in the training courses. The beginning 
meeting was devoted to, first, an explana- 
tion and discussion of what the counseling 
program had as its goals and how the course 
was to be conducted and, second, an over-all 
presentation of public and private social 
agencies. At subsequent meetings the fol- 
lowing fields of health and welfare were 
presented : family and child welfare, medical 
and health care, recreation, legal services, 
industrial compensation, housing, and serv- 
ices for the veteran. The second hour of 
each meeting was turned over to practice 
interviewing. This was conducted by a pro- 
fessional case worker who was able to give 


1 During the spring of 1945 the Community 
Service Committee had a chairman, employed on 
a part-time basis by the C.I.O. War Relief Com- 
mittee. In the fall of 1945 the Chicago Council 
of Social Agencies developed a project for pro- 
moting closer co-operation between labor and 
social work. This labor social work project is 
financed by the Community Fund. The Council 
of Social Agencies placed on its staff a director 
of the project and the plan provides for two 
assistants to work with C.I.O. and A.F. of L. 
The C.I.O. assistant developed the counseling 
program further, along with other liaison activi- 
ties on relationships. 
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continuity to the interviewing process be- 
cause she led this portion of the course at 
every meeting. 

During the initial lesson in interviewing 
the worker drew suggestions from the class 
on problems that might be presented to them 
by fellow workers. They responded with, 
“Where can I leave my child?” “ How can 
you get help at home if your wife is sick?” 
“How can a defense worker get a place to 
live?” and other problems familiar to all 
social agencies. These were discussed in 
general and also in relation to particular 
agencies that might offer help. The next 
question asked the group was, “ What kind 
of a person would make a good counselor?” 
Or, expressing it another way, “ If you had 
a problem, what kind of a person would you 
like to talk with?” After some encourage- 
ment from the instructor, some of the 
primary factors of human relationship were 
brought out. All agreed that the person 
should be sympathetic and this seemed to 
imply interest in helping and not curiosity. 
The second important requirement was that 
“he should be the kind of a fellow you can 
trust.” The third was that “he should do 
something about the problem.” This last, 
as discussion showed, meant that the coun- 
selor should not try to solve the problem 
but should know where help could be 
secured. 

Thus, in the first hour or two it was pos- 
sible to bring out from this group of inter- 
ested and practical people the essential 
qualities of a good counselor, or even of a 
professional case worker. These attributes, 
as the class saw them, were (1) a sym- 
pathetic and tolerant attitude; (2) integrity ; 
(3) ability to formulate and execute a plan. 
Since this group was not to assume the role 
of offering treatment, refinements of these 
three essentials were not pursued. In each 
class these points were rediscussed from the 
various angles and applied in the practice 
interviews. 

The next step in the teaching process 
was practice interviewing. The method used 
by the instructor was to act as the person 
with the problem. A counselor then volun- 
teered to interview her. He began just as 
he would if he were in the shop. After the 
preliminaries of greeting he attempted to 
find out the trouble. The “client ” then told 
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him her problem. These problems were kept 
simple at first and became more complex as 
the course proceeded and as the group 
learned more about social agencies. At the 
end of the interview, the class would criti- 
cize the procedure. 

For example, one problem presented was 
that of a client, new to the community, who 
was working every day and was concerned 
about the care of her children. The coun- 
selor asked the ages of the children. They 
were a girl aged 4 and a boy aged 7. The 
client was worried about the boy, who played 
in the streets after school. The counselor 
quickly said, “‘ You should find someone to 
leave them with, maybe there is a nursery.” 
The client said she was afraid nurseries were 
not good, that she had heard that they were 
not. The counselor replied that he did not 
think that was so. 

At the termination of this interview the 
class made the following criticisms: 

1. The counselor should have told the 
client about Lanham Nurseries and after- 
school care and should have told her how 
they were set up. (This had been discussed 
in a previous class. ) 

2. If she were new to the community, 
maybe she needed to know about churches 
or other community groups for herself. 

3. He failed to give the client a feeling 
that he would really help and follow through 
with the proper referral. 

4. He was too quick to tell her how to 
solve her problem; he should have sug- 
gested ways for her consideration. 

It was interesting to see that as the course 
progressed the criticisms centered around 
the principle that the counselor role is not 
that of a case worker. The counselors were 
quick to catch up their fellow counselors 
on any effort to “ treat” the problem. The 
emphasis was on securing identifying data, 
the “client’s” statement of the problem, 
interpretation of the kind of help he might 
get from a social agency, and the offer to 
refer him there. They also criticized the 
manner of approach or failure to secure cer- 
tain facts that would help define the problem. 
Their discussion often showed a counselor 
was too quick to offer a plan or failed to 
see possibilities in suggesting services. 

The next step in the teaching was how to 
refer to a central information service. It 


should be noted that the Chicago Community 
Referral Service did not come into exist- 
ence until August, 1945, so it was neces- 
sary, prior to this, for a staff member of the 
Council of Social Agencies to act in this 
capacity for the union counselors. In the 
classroom work the social worker directing 
the interviewing procedures acted as the 
referral center. She had to play a double 
role, first the “client” then the referral 
center. This method made it easier for the 
counselor to learn through practice some of 
the essentials necessary in making the re- 
ferral. He was able also to secure more 
information about specific agencies because 
the worker representing the referral center 
in class took time to give him interpretation 
about the agency she selected for the par- 
ticular problem. 


Putting Training into Practice 


The transition from the classroom prac- 
tice was fairly easy because the actual ex- 
perience was almost identical with the 
make-believe one. There was one addi- 
tional step, however. The central referral 
person at the Council of Social Agencies, 
after receiving the information from the 
counselor, selected the agency and completed 
the referral by calling the agency, discussing 
the problem situation, interpreting some- 
thing of the counselor program, and making 
an appointment for the client. This was 
then reported to the counselor. Notifying 
the client of the appointment varied: some- 
times the agency preferred to make the con- 
tact directly, sometimes the counselor 
notified the client, and occasionally the Re- 
ferral Service found it necessary to talk it 
over with him. 

During the four-month period that this 
procedure was used, between seventy-five 
and one hundred calls were received from 
counselors. This is a large number, con- 
sidering the fact that the experiment was 
new for the union members and only three 
courses had been held. Each class had about 
twenty-five members. Nine unions used the 
service. Many of the calls were for such 
information as the O.P.A. telephone num- 
ber, eligibility requirements for certain types 
of categorical relief, questions about the 
Veterans’ Information Center or about hous- 
ing. Other problems requiring the use of 
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the referral procedure pertained to child 
care, legal problems, medical care, family 
problems, need for help in rehabilitation. 
Referrals were made to seven private family, 
child care, or health agencies; three public 
assistance agencies were used, as well as 
the Legal Aid Bureau, two public housing 
authorities, and the Board of Health. In 
addition to these, considerable information 
was given about the location and eligibility 
requirements of Lanham Nurseries. The 
major portion of the problems concerned 
child care or housing. 

No attempt was made at follow-up be- 
cause no machinery was available at this 
point for doing so. Reports were received 
from the private family and children’s agen- 
cies. In some instances the client did not 
keep his appointment. The services given 
were the typical services of family and child 
welfare agencies, such as providing home- 
maker service, child placement, case work 
on family problems, re-establishment of a 
broken home, relief, referral for other needed 
services. Three cases had to do with handi- 
capped persons. One was a man, severely 
handicapped by a paralysis and discharged 
by his employer, who secured another job 
through the assistance of a family agency. 
On the basis of the fact that he was useful 
to another company, the union succeeded in 
having him reinstated at his old company. 
Another man needed an artificial leg and 
was very much disturbed emotionally. The 
family agency secured the leg for him and 
continued with case work service to aid 
him in his readjustment. The third case 
was that of a 17-year-old boy, homebound 
with a progressive bone disease. Both he 
and his family were distressed over the fact 
that he had no way to occupy himself. A 
private agency interested in the handicapped 
has been visiting him regularly and teaching 
him some productive work. 

The counseling process and referral pro- 
cedure point up problems as well as certain 
assets in relation to social agencies. First, 
it is doubtful if the union counseling pro- 
gram can work effectively without a central 
referral service. The major relationship 
between the union counselor and the social 
agencies has to do with referrals and report- 
ing. Where a central referral bureau or 
some means of central channeling exists, 
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this relationship can be considerably simpli- 
fied. The counselor need not use the cen- 
tral bureau on all referrals. Housing, 
unemployment compensation, and many 
other needs can be handled directly with or- 
ganizations offering these specific services. 
Through practice the counselor will gradu- 
ally gain more assurance and be able to 
distinguish between the more complicated 
problems that should be channeled through 
professional referral and the simpler, more 
tangible difficulties that need not be. The 
experience with the two counseling groups 
herein described indicates the advisability 
of a general policy of referring all family, 
child welfare, and personal problems through 
the central referral service because, first, a 
professional social worker can diagnose the 
difficulty and thus make a better agency 
choice, thereby avoiding sending the client 
from place to place; second, before the full 
problem can be met the services of several 
agencies may be required and the client can 
be prepared for this; third, certain agencies 
may at times close their intake. In such 
situations the central service is usually 
better informed than a _ non-professional 
person. 


Building Good Relationships 


Since this relationship between labor and 
social agencies is a new one, it means that 
there may be adjustments by both. Basic- 
ally both have a common interest and that 
is human needs. Each group has an obliga- 
tion to interpret its philosophy and practices 
to the other. It is necessary for both labor 
and social agencies to be flexible so that 
there can actually be an amalgamation of 
principles and procedures rather than a 
clash. Certain questions have already arisen 
both in Chicago and elsewhere which show 
that more thought must be given both to 
training and to planning if the union coun- 
seling program is to succeed. For instance, 
considerable misunderstanding has arisen 
over the matter of reporting by the social 
agency to the counselors. Agencies are 
sometimes careless about this. On the other 
hand, counselors oftentimes fail to under- 
stand the difficulties in reporting. At this 
point social agencies can be very helpful 
if they will take time to interpret their serv- 
ices. It is not enough that they tell the 
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counselor that a case has been accepted for 
further service. He wants to know what 
this means. He can be told in understand- 
able language what case work is and how 
it is applied. This does not mean that the 
social worker need give him a diagnosis of 
the client’s trouble or disclose any of the 
confidential material of the interview. The 
reverse is true, in fact, because this is an 
opportunity to interpret the confidential 
relationship between client or patient and 
social worker. 

A simple system of reporting has been 
worked out in several communities that have 
referral centers, through the use of a double 
card. This card is given to the client to 
take with him to the agency at the time of 
his appointment. One portion of the card 
is torn off by the agency and returned to 
the referral center whose responsibility it 
is to report to the counselor the disposition 
of the case. This, of course, may not eli- 
minate difficulties when a client reports to 
his counselor that he is dissatisfied with the 
service. Some interpretation of this kind 
of situation should be included in the train- 
ing courses. The counselor’s training should 
include some interpretation of the fact that 
social treatment cannot solve all problems 
and that there will always be disturbed per- 
sons whose capacity for any constructive 
assistance is very limited. In some in- 
stances, there may be a bona fide reason for 
dissatisfaction. In such cases a counselor 
may be of real service by communicating 
with the agency and talking over the diffi- 
culty. These contacts with counselors, either 
about the dissatisfied or satisfied client, will 
offer a fine opportunity to explain to them a 
little more about the agency or other com- 
munity services. 

There is still another area of difficulty 
which both groups need to consider together. 
With their discovery of social services, union 
members may sometimes think that they are 
justified in demanding services. They are 
justified only in so far as anyone else is. 
Social services have been developed to meet 
human needs, therefore any person in diffi- 
culty may request aid. However, all agen- 
cies, public and private, have certain legal, 
administrative, or functional limitations. In 
other words, counselors should keep in mind 
that a given agency may not be able to ac- 
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cept the case or may be able to give only 
limited service. The agency, of course, 
should assume the obligation for giving the 
kind of explanation of its function that is 
understood and is accepted by the public. 
It is often at this point that social agencies 
have been accused of being aloof. 

Social agencies and the profession of social 
work have accumulated over the years a 
fund of knowledge about the causes and 
treatment of human maladjustments. Some 
of it has been borrowed from other profes- 
sions, much of it has been developed through 
their own research and practice. A great 
deal of this knowledge could be useful to 
people in their day-to-day lives. The pro- 
fession of social work, of which social agen- 
cies are the practitioners, has a responsibility 
to make this knowledge available to all who 
can use it, and to explain how the agencies 
can be helpful to individuals. This would 
mean that much more than individual case 
work needs to be done. It means that ways 
and techniques must be found so that this 
helpful knowledge of human behavior and 
how people may be helped can be dissemi- 
nated on a community level, thus making it 
possible for more people to profit by it. At 
present there are still a great many who are 
unaware that such help exists. Once the 
services are known and understood then the 
individual who is able to use more intensive 
help can seek individualized assistance. 

There are, of course, many ways of de- 
veloping this kind of a social welfare pro- 
gram. Union counseling is one method by 
which the beginning of a broader approach 
to problems may be instituted. If properly 
handled through the counselor groups, 
through the referral services, and through 
the health and welfare agencies, the poten- 
tials in bringing services and human needs 
together are tremendous. The organized 
labor groups represent a very large segment 
of the population and it is usually a portion 
that is alert and desirous of improving its 
way of life and is interested in community 
services. It is important to recognize that 
as working people they also contribute 
through voluntary and tax contributions to 
health and welfare services. There is there- 
fore a great area in which such active, par- 
ticipating lay groups and social agencies 
may be mutually helpful. 
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Editorial Notes 


Results of the Contest 


HE EDITORIAL Advisory Committee 

again takes pleasure in announcing the 
names of the authors of winning papers in 
the Case Work Article Contest. Three 
papers were chosen in all—two from Group 
B and one from Group A. Writers in 
Group B, it will be remembered, were to be 
case work practitioners or supervisors who 
had had not more than ten years of experi- 
ence, exclusive of field work in a professional 
school, and the subject was to be some aspect 
either of case work practice or of super- 
visory practice in the field of case work. 
Those in Group A were to have had not 
more than five years of experience exclusive 
of field work and were to write on case work 
practice. 

The paper selected as first in Group B is 
“Understanding the Total Personality in 
Treatment,” by Isabel Stamm, a case worker 
and student supervisor on the staff of the 
Family Society of Allegheny County, Pitts- 
burgh, Pennsylvania. Miss Stamm is a 
graduate of the School of Applied Social 
Sciences, University of Pittsburgh, and has 
had six years of experience in the field. 


For first place in Group A the Committee 
chose “Case Work with a Serviceman’s 
Wife,” by Mary Elizabeth Chapman. Upon 
opening the folder containing the author’s 
name and position (this is never done until 
after the final selection is made), the Com- 
mittee was astonished to find that this paper 
was also written by a staff member of the 
Family Society of Allegheny County. Miss 
Chapman graduated from the School of 
Social Service Administration, University 
of Chicago, two and a half years ago and 
is now a practicing case worker. Congratu- 
lations would seem to belong to the agency 
as well as the workers! 

Second place in Group B was given to 
“Problems Faced by Beginning Medical 
Social Workers,” by Addie Thomas, case 
supervisor at the University of California 
Hospital, San Francisco, California. Miss 
Thomas also received her training at the 
School of Social Service Administration, 
University of Chicago, and has had six years 
of subsequent experience. It looks as though 
Chicago should be congratulated too. 

Tue Famity is very glad to be able to 
bring you these excellent papers on practice. 


Book Reviews 


OCIAL Work YEAR Boox 1945: Edited by 
Russell H. Kurtz. 620 pp., 1945. Russell Sage 
Foundation, New York, or THe FAmILy. 


$3.25. 


To those who are engaged in any phase of social 
work, the 1945 edition of the Social Work Year 
Book needs no introduction. To say it is an in- 
valuable source of reference for all those interested 
in or concerned with social problems and social 
programs, whether social worker or layman, is 
merely to repeat what has been said of each 
volume in this series since the first publication 
in 1929, 

That each Year Book is independent of the 
previous editions and may be used without the 
necessity of referring to earlier issues is one of 
the distinct advantages of the publication. The 
editor and authors have managed to present social 
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programs and organizations in a distinctly current 
sense without losing their historical perspective. 

As might be expected, the 1945 edition reflects 
some immediate effects of the impact of war upon 
the established social agencies and the creation of 
new services and adaptations of old ones to meet 
wartime needs. 

This volume is precisely what it claims to be— 
a concise encyclopedia descriptive of organized 
activities in social work and related fields. Such 
an undertaking obviously presents a difficult prob- 
lem of selectivity. Russell Kurtz and his con- 
tributors have very wisely made no effort to 
describe individual programs in any specific sense 
but have succeeded in presenting an over-all view 
of various fields and programs that have come into 
being over the years in an attempt to deal with 
the major social problems of our social and eco- 
nomic order. Some important variations in organ- 
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ization and programs in each field are noted. So 
far as I know, no other attempt has been to pro- 
vide such a résumé of social work activities as 
the Social Work Year Book provides. 

The book is interesting and written in suf- 
ficiently non-technical language that those who are 
engaged in social work can honestly recommend 
it as an authentic source of information to those 
who are not. The presentation of the subject is 
refreshingly free from the straining after “ popular 
appeal” which so often robs literature about social 
work of being about social work at all. 

A copy of this book is a “must” for all those 
who are directly engaged in social work and more 
especially for those in community organization 
whose primary task still remains that of attempt- 
ing to fit together into an understandable pattern 
the pieces of a gigantic jig-saw puzzle on the local 
and national scene. 

Louise M. CLEVENGER 
Council of Social Agencies and 
Social Planning Committee 

St. Paul, Minn. 


O-OPERATION 1n Crime Controi: Edited 
by Marjorie Bell. 1944 Yearbook of National 
Probation Association. 320 pp., 1945. Na- 

tional Probation Association, New York, or THE 
Famity. Paper, $1.25; cloth, $1.75. 


The Yearbook is a collection of papers repre- 
senting the current opinions on the treatment and 
prevention of delinquency and crime. The con- 
tributors are lawyers, educators, sociologists, social 
workers, penologists, and police officials. The 
papers, “Girls Are Different,” by Mary Edna 
McChristie, “ The Juvenile Delinquent Meets Case 
Work,” by Clinton W. Areson, “ Parole in Rela- 
tion to Classification and Case Work in Prison,” 
by Kenneth L. M. Pray, “ Classification Prepara- 
tory to Greater Parole Success,” by Frank W. 
Hagerty, “Alcoholism and Social Isolation,” by 
Selden D. Bacon, “ Therapeutic Experience with 
Adult Offenders,” by Ralph S. Banay, are of im- 
mediate interest to case workers, and those who 
are too busy to read the whole book may well 
confine themselves to these contributions. Such a 
procedure may even have the by-result of readying 
their professional appetite for the other papers 
which, if read in the orthodox order of starting 
at page 1, may dull their hopes of finding material 
of immediate bearing on their own work. For 
those who are very badly pressed for time the 
reviewer wants to express his opinion that reading 
Kenneth L. M. Pray’s paper is not only a pro- 
fessional “ must” but also a mental pleasure. 

The prevailing theme of the papers contained in 


the Yearbook is an emphasis on intelligent team- 
work among the various social agencies engaged 
in crime control. This general consensus of 
opinion is best represented by Genevieve Gabower’s 
statement that “it is now more clearly realized 
than ever before that the quality of service ren- 
dered by one agency is conditioned by the adequacy 
of the resources of all other agencies in the 
community.” 

Within the general framework of this agreement 
the papers represent various approaches to the 
problem of crime control, ranging through the 
whole scale from supervised group recreation to 
the highly specialized services of the psychiatrist. 
Case workers will find it heartening to see that 
the trend of emphasis is definitely directed toward 
individualized treatment. It is certainly true that 
supervised recreation and vigilance of the police 
prevent many cases of delinquent acts. Crime, like 
any other activity, is time consuming, and time 
pleasantly spent will conflict with the time de- 
mands of delinquent behavior. It is also obvious 
that crime needs a setting where there is no 
obvious control and that the activities of a crime- 
prevention-minded police force can do much to 
decrease the number of actual occurrences of crime. 
There can be little doubt, however, that supervised 
recreation is only a poor substitute for the grati- 
fications derived from delinquent behavior in cases 
of social maladjustment and that police control ih 
our modern cities works against heavy odds. 

The best chance for a lasting success in crime 
control lies, therefore, in the principles of indi- 
vidualization of treatment and service to the 
offender. It is the merit of the Yearbook to have 
brought this into clear relief not only as the 
“parochial” point of view of one profession but 
as an approach that is increasingly recognized by 
all who are engaged in the control of delinquency 
and crime. 

Otto PoLLakK 
Department of Sociology 
University of Pennsylvania 


OLUNTARY Heattn Acencies: Selskar 
M. Gunn and Philip S. Platt. 364 pp., 1945. 
Ronald Press, New York, or THE FAMILY. 
$3.00. 


This study, conducted under the auspices of the 
National Health Council, was directed by an 
Executive Committee (Louis I. Dublin, chairman) 
and had the counsel of an Advisory Committee, 
whicl¥ jointly represent an impressive roster of the 
best known names in the public health field. The 
two field directors, at the same time authors of the 
study, had substantial and significant experience in 
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the same field, and were thus able to insert into 
every contact and observation a wealth of knowl- 
edge and secure maturity of judgment. Twenty 
thousand voluntary health agencies, exclusive of 
the Red Cross, spending annually a total of not 
less than fifty million dollars, represent a note- 
worthy investment of the nation’s aroused interest, 
good will, and financial support. 

Just how sound has the investment been? How 
well have the numerous independent agencies 
adjusted themselves to changing times, new dis- 
coveries of science, the more recent expansion of 
tax-supported agencies in their own fields? How 
much co-operation is there toward a common pur- 
pose—or is there isolation at cross purposes? 
These are only a few of the searching questions 
raised in a close scrutiny of the adequate and rep- 
resentative sample of agencies studied: in almost 
two years the field directors visited 65 cities and 
29 states, covered 569 voluntary agencies in addi- 
tion to 143 official ones, holding over 1,100 personal 
interviews. Additional facts were gathered through 
hundreds of questionnaires distributed with careful 
attention to coverage, and to representative spread 
in area and function, as tabulated in the statistical 
tables of Appendix 1. 

Patient but imaginative and courageous analysis 
has condensed the facts and figures into a truly 
remarkable report. It covers within limited space 
a dramatic, composite picture of the agencies 
studied—executives, boards, staffs, and volunteers 
on the local, state, and national levels. It shows 
the co-ordinating process at work, again on several 
levels, and it delves even into such a specialized 
administrative problem as that of money raising 
and some major implications of current methods. 
One brief chapter is devoted to a close-up view of 
the American National Red Cross which in many 
ways is the largest voluntary welfare and health 
organization in the world, a vast uncertain poten- 
tial of some 36 million members and contributions 
of approximately 216 million dollars in 1944. 
What will be “its place of maximum usefulness in 
the post-war period if it approaches the other 
agencies and the community problem in the spirit 
of genuine co-operation? ” 

This book should be read or, better, thoroughly 
studied by all agency administrators, by lay and 
professional planners and co-ordinators, by social 
work educators. It should be discussed with 
devoted but leisurely concentration at board and 
committee meetings and in classrooms. In analyz- 
ing problems of executive leadership, of planning, 
management, and, most of all, of goals and objec- 
tives in the field of health services, it throws a 
good deal of light into the nooks and corners of all 
related fields organized for promoting the common 
welfare through some distinctive channels. It con- 
cerns all of us deeply, not just the health specialist. 
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Such principal findings as the marked unevenness 
of the voluntary health movement and evidence of 
defective organization, of poor leadership, and of 
poor technical direction, are certainly not confined 
to the health field alone. They are as much of a 
reality as the outstanding achievements of a few 
ingenious, competent pioneering agencies that have 
helped to establish new standards. 


The voluntary health agencies of the country are 
at the crossroads. They have grown rapidly in 
number, in public esteem, and in resources. They 
must now give increasing thought to their effec- 
tiveness. . . . From now ona more critical public 
will demand that its funds be used more wisely and 
economically ; that the efforts be directed by skilled 
hands and that there be team play among all volun- 
tary societies and with official agencies. The chal- 
lenge must be met. 

HERTHA KRAUS 

Bryn Mawr College 

Graduate Department 

Social Economy and Social Research 


OVERNMENT wn Pustic Heattn: Harry 
S. Mustard, M.D. 219 pp. 1945. The 
Commonwealth Fund, New York, or THE 

Famiy. $1.50. 


This is a splendid contribution to the literature 
on the history and development of health services 
in the United States and will serve as valuable 
reference material in the analysis of lacks in public 
health programs. Through his acquaintance with 
local, state, and federal government programs, the 
author has shown unusual perspective in defining 
the relationships of government at these three 
levels. Not only does the book give an accurate 
account (supplemented by tables and charts) but it 
is interesting and entertaining. 

The social aspects of public health and medical 
care are not overlooked. Acknowledgment is made 
of the lag in the adjustment of medicine to current 
social needs. The implication of the accepted social 
tendency to distribute vaccines and other biologicals 
used in preventing disease and in curing disease is 
brought to light. It is interesting that the distri- 
bution by health departments of vaccines and bio- 
logicals for preventing disease has had the effect of 
increasing the demand for protective measures 
given by private physicians. 

The importance of the role of the physician in a 
private and public capacity is emphasized. The 
physician is of importance because it is around 
him, representing medical science, that public health 
programs must be built. In the average health 
department the health officer should be a physician. 

A definite trend toward strengthening the federal 
government is true in the field of health as in other 
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fields. State health departments hold the greatest 
public health power as compared with local and 
federal health agencies. As funds for health serv- 
ices are appropriated by Congress, the state depart- 
ment of health is the intermediary through which 
funds are made available to local health depart- 
ments. There still remain thirty-five million people 
who are not provided with local public health serv- 
ices. Such services are now established under per- 
missive legislation but they are so greatly needed 
that they should be provided for by mandatory 
legislation. When local financial resources are 
inadequate to support health services, there arises 
the question of the amount of financial support 
which the local government should give. Regard- 
less of the source of funds, there should be ade- 
quate, continued, and effective local health service. 
Three necessities are pointed out: 


The first is that federal subsidies for health work 
be granted to a state only if that state submits an 
over-all plan which will ensure effective local 
health service in each of its local jurisdictions. 
The second necessity is mandatory state legislation, 
requiring that every unit of local government par- 
ticipate financially in providing its citizens with an 
effective local health service. The third necessity 
is state legislation that would require, when neces- 
sary, combined administration of the public health 
activities of local units of government so that 
service might be performed on an economical basis 
and with reasonable completeness. 


The author gives an analysis of what may be 
involved if public medical care programs are 
adopted. Public medical care will become a re- 
sponsibility of public health administration “ if and 
when the problem of the delivery of this service to 
the citizen is such as to necessitate organized social 
action.” The author warns that if a public medical 
care program is adopted, an administrative mecha- 
nism will be needed just as the present public health 
program needs an administrative mechanism. 


MarTHA L. C.iirrorp, M.D., M.P.H. 
Director, Bureau of Child Hygiene 
Department of Health 

Hartford, Conn. 


UBLIC Mepicat Care: Principles and Prob- 
lems: Franz Goldmann, M.D. 213 pp., 1945. 
Columbia University Press, New York, or 

Tue Famiry. $2.75. 


Among the many recent publications dealing with 
the distribution of medical care, Dr. Goldmann’s 
book holds particular interest for social workers. 
The author’s background has equipped him well to 
understand the position of social workers in rela- 
tion to medical care, and his topic has most impor- 


tant implications for the whole field of social work. 
This study concentrates upon those medical services 
in the United States which are paid for from 
taxes and administered by governmental agencies, 
federal, state, and local. Since the proper role of 
government in providing medical care is currently 
a topic of considerable controversy, it is especially 
fitting that a thorough, serious, and objective 
appraisal of the past and present medical activities 
of government should appear at this time. 

Throughout the book, the point of view of the 
consumer of medical service—the patient—receives 
a much needed emphasis. This is particularly 
notable because the principal subject matter of the 
book is necessarily concerned with organizational 
problems. The historical development of public 
hospitals, free dispensaries, and programs for the 
care of the needy is traced, present patterns de- 
scribed, and general trends analyzed. By this 
approach, the author is able to show convincingly 
the reasons for the current hodge-podge of financial, 
administrative, and professional responsibility in 
public medical programs. 


The issues that must be faced and the questions 
that must be answered if any reasonable progress 
is to be made in the organization and administra- 
tion of medical services in this country are pre- 
sented, in the section for planning, in a remarkably 
terse and incisive manner. The book is distin- 
guished throughout by the clarity and grace of its 
writing—with the unusual result that it is a serious 
professional study and, at the same time, highly 
readable. 

Not all readers will agree with the analysis 
made in this book nor with the conclusions reached. 
Some will wish for more tables, graphs, statistics. 
Others may feel that some programs with which 
they are familiar should have received greater 
attention. A number may not accept easily Dr. 
Goldmann’s forthright treatment of taboo subjects, 
like “socialized medicine,” “free choice of physi- 
cian,” and so on, which often are treated by other 
authors with great delicacy, not to say aloofness. 
But there will be few indeed who will not agree 
that this is an exceedingly informative and pro- 
vocative book, well worth careful study. It should 
be required reading for all public administrators in 
the fields of health and welfare, for social workers, 
public health nurses, and, indeed, for all physicians, 
hospital administrators and others in the health 
professions who are aware of the public’s interest in 
better medical care and are searching for the means 
to provide it. 

Dean A. Crark, M.D. 
Medical Director 
Health Insurance Plan 
of Greater New York 
New York, N. Y. 
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